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ABSTRACT 


Moore,  Denise  A.,  M.S.  Wright  State  University-Miami  Valley 
School  of  Nursing,  Wright  State  University,  1993.  Maternal- 
Newborn  and  Surgical  Nurses'  Perceptions  of  Professional 
Autonomy  During  Development  of  Shared  Governance. 

Defined  by  Schutzenhofer  (1987)  as  "the  practice  of 
one's  occupation  in  accordance  with  one's  education,  with 
members  of  that  occupation  governing,  defining,  and 
controlling  their  own  practice  in  the  absence  of  external 
controls"  (p.  278),  professional  autonomy  has  eluded  nurses. 
Autonomy  is  the  hallmark  of  professionalism  (Mundinger, 

1980)  .  Because  nurses  are  predominantly  female,  the  limited 
autonomy  in  nursing  practice  is  primarily  rooted  in  female 
socialization  norms  which  do  not  encourage  women  to  be 
autonomous.  Nursing  education  traditionally  has  also 
restricted  the  development  of  professional  autonomy. 
Professional  autonomy  is  further  influenced  by  the  work 
environment  and  differences  in  nursing  practice  models. 
Autonomy,  in  turn,  is  an  important  factor  in  job 
satisfaction  for  nurses  (Rowland  &  Rowland,  1992)  and  has 
been  shown  to  influence  professional  practice  and  patient 
outcomes  (Baggs,  Ryan,  Phelps,  Richeson,  &  Johnson,  1992; 
Maas  &  Jacox,  1977;  Mundinger,  1980;  Singlelton  &  Nail, 

1984)  . 
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A  descriptive -comparative  study  was  designed  to 
investigate  differences  in  perceived  autonomy  between 
maternal -newborn  nurses  and  surgical  nurses  and  whether 
these  perceptions  changed  during  the  development  of  shared 
governance  at  a  700-plus-bed,  midwestern,  not-for-profit, 
university-affiliated  hospital.  Secondary  analysis  of  data 
from  a  larger,  ongoing  study  of  Organizational  Dimensions  of 
Hospital  Nursing  Practice  (Martin,  et  al . ,  1991)  was 
completed  to  test  the  following  hypotheses: 

1)  The  autonomy  perceived  by  maternal -newborn  nurses 
will  be  greater  than  that  perceived  by  surgical 
nurses . 

2)  Both  maternal -newborn  and  surgical  nurses' 
perceptions  of  autonomy  will  improve  during 
development  of  shared  governance. 

Professional  autonomy  was  measured  using  the  Schutzenhofer 
Nursing  Activity  Scale  (NAS)  (Schutzenhofer,  1988a) .  A  two- 
way  ANOVA  was  used  to  examine  professional  autonomy 
differences  between  the  groups  over  time. 

Shared  governance  was  instituted  in  the  setting  in  1988 
in  the  form  of  a  hospital -wide  Nursing  Council,  which 
continues  to  the  present.  The  Nursing  Council  consists  of 
26  nurse  members  of  which  at  least  13  must  be  staff  nurses; 
the  remaining  positions  are  filled  by  clinical  nurse 
specialists,  nurse  educators  and  administrative  nurses. 

There  is  also  a  nurse  liaison  from  the  affiliated  university 
school  of  nursing  on  the  Nursing  Council.  All  nominations 

iv 


for  council  membership  are  selected  by  lottery  from  nurses 
who  volunteer.  There  is  no  individual  unit  representation, 
a  reflection  of  the  core  belief  that  nurses  in  every 
specialty  face  the  same  basic  issues.  The  Nursing  Council 
addresses  all  issues  related  to  the  nursing  practice;  in 
this  setting,  there  are  no  separate  subcommittees  to  deal 
with  practice,  education,  and  research  issues. 

In  the  primary  study,  data  were  available  from 
December,  1990  (n  =  125) ;  May,  1991  (n  =  164) ;  November, 
1991  (n  =  194) ;  and  September,  1992  (n  =  148) .  For  this 
thesis,  data  from  the  December,  1990;  November,  1991;  and 
September,  1992  collection  sessions  was  analyzed  as  these 
represented  approximately  annual  measurements  of  the 
concepts  of  study. 

The  study  findings  indicated  that  although  the  mean 
autonomy  score  for  maternal -newborn  nurses  was  consistently 
higher,  there  were  no  significant  differences  between 
maternal -newborn  and  surgical  nurses'  perceptions  of 
professional  autonomy  (F  =  2.81,  DF  =  1,  p  =  0.0970). 
Additional  analysis  showed  there  were  no  significant  changes 
in  perceptions  of  professional  autonomy  over  the  two  year 
time  period  studied. 
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I .  INTRODUCTION 


In  the  quest  for  the  establishment  of  nursing  as  a 
profession,  nurses'  inability  to  exercise  professional 
autonomy  has  been  a  major  drawback  for  a  variety  of  reasons. 
Schutzenhofer  (1988a)  cited  female  socialization  norms  as 
the  primary  barriers  to  the  development  of  personal  autonomy 
in  women.  These  barriers  have  contributed  greatly  to 
nurses'  perception  of  very  limited  professional  autonomy  in 
their  practice  in  comparison  to  the  autonomous  practice  of 
other  professionals.  That  perception  has  been  compounded  by 
the  historical  suppression  of  women  and  the  power  over 
nursing  exerted  by  those  outside  the  profession.  Research 
on  male  nurses,  who  make  up  a  small  percentage  of  nurses,  is 
very  limited.  Aldag  and  Christiansen  (1967)  found  the 
personality  profile  of  male  nursing  students  to  be  more 
similar  to  their  female  counterparts  than  other  male  college 
students  were  to  their  counterpart  female  group.  But  once 
into  the  workplace,  male  nurses  tend  to  seek  the  more 
autonomous  roles.  Dassen,  Nijhuis,  and  Philipsen's  (1992) 
study  of  male  and  female  intensive  care  nurses  in  the 
Netherlands  found  that  the  percentage  of  male  nurses  working 
in  intensive  care  units  was  twice  that  found  on  other  units 
of  the  hospital.  Critical  care  nurses  have  been  found  to 
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have  significantly  higher  perceptions  of  autonomy  than 
nurses  working  in  other  areas  (Alexander  et  al.,  1982; 
Jordan,  1993) . 

Statement  of  the  Problem 

There  are  numerous  articles  noting  the  importance  of 
autonomy  to  the  nursing  profession,  but  there  is  very  little 
published  research  about  changes  in  nurses'  perception  of 
autonomy  as  shared  governance  develops  within  an 
institution . 

Significance  and  Justification 

Professional  autonomy  is  the  key  to  validating  the 
discipline  of  nursing's  claim  as  a  profession  of  equal 
stature  to  those  in  other  disciplines.  According  to 
Mundinger  (1980) ,  autonomy  is  the  hallmark  of 
professionalism.  Traditional  nursing  practice  models 
restrict  the  exercise  of  autonomy  (Pinch  1981) .  A  study  by 
Katzman  (1989)  indicated  nurses  and  physicians  disagreed  on 
nurses'  authority  to  determine  nursing  care,  decide  on 
standards  of  nursing  care,  or  even  decide  the  frequency  of 
taking  vital  signs.  In  all  areas  examined,  the  nurses  in 
the  sample  desired  more  authority  than  physicians  ascribed 
to  them. 

Several  authors  have  indicated  that  the  restriction  of 
professional  autonomy  is  frequently  given  as  a  reason  nurses 
leave  the  nursing  profession  (Kelly,  1992;  Maas  &  Jacox, 
1977;  Wandelt,  Pierce,  &  Widdowson,  1981) .  In  small-group 
interviews  with  staff  nurses  and  nurse  supervisors,  Wandelt 
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et  al .  (1981)  found  that  the  nurses  felt  the  inability  to 

exercise  control  over  their  clinical  practice  produced 
feelings  of  career  stagnation.  As  professionals,  they  felt 
they  should  have  discretion  and  choice  in  work  methods.  The 
researchers  concluded  that  nurses  who  leave  nursing  do  so 
because  of  work  conditions  which  interfere  with  the  practice 
of  nursing.  The  status  of  most  nurses  as  employees  in 
bureaucratic  organizations  where  nursing  is  a  department  in 
the  institutional  hierarchy  imposes  a  major  constraint  on 
nursing  autonomy  and  professionalism.  Traditionally,  most 
decision  making  occurs  at  the  top  of  the  hierarchy  and  the 
goals  of  the  organization  prevail.  If  the  goals  of  the 
organization  run  counter  to  the  nurse's  professional  goals 
in  the  care  of  patients,  this  places  the  nurse  in  a  dilemma 
which  may  result  in  the  nurse  leaving  the  job  or  leaving  the 
nursing  profession  all  together  (Kelly,  1992;  Maas  &  Jacox, 
1977)  . 

The  United  States  is  currently  experiencing  a  nurse 
shortage .  Recently  released  data  from  the  American  Hospital 
Association  (AHA)  for  the  year  1991  reported  an  average 
full-time  equivalent  (FTE)  vacancy  rate  of  8.7%  for 
hospital -employed  RNs  (AHA,  1993) .  Vacancy  rates  varied 
from  12.2%  to  3%  by  geographic  area.  For  the  state 
concerned  in  this  thesis,  the  vacancy  rate  was  reported  as 
5.6%  (AHA,  1993).  Although  the  national  figure  represents 
an  improvement  from  the  11%  vacancy  rate  reported  for  1990, 
there  was  also  3.4%  increase  in  the  number  of  budgeted  RN 
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FTEs  and  a  5.6  %  increase  in  the  number  of  RN  FTEs  employed, 
indicating  an  increase  in  the  demand  for  RNs  (AHA,  1£S»3)  . 

Due  to  the  diversification  of  patient  care  settings, 
technological  advancements,  and  the  progressive  increase  in 
both  the  age  and  acuity  of  patients,  even  more  RNs  will  be 
needed  in  the  future,  particularly  those  with  baccalaureate 
or  higher  degrees.  The  National  League  for  Nursing  (cited 
in  Jackson,  Mcfalda,  &  McManus,  1990)  has  predicted  that  by 
the  year  2000,  the  demand  for  RNs  will  outweigh  the  supply 
by  600,000  and  that  the  demand  for  baccalaureate-prepared 
nurses  will  be  particularly  critical  at  twice  the  available 
supply.  Between  1983  and  1987,  enrollment  in  all  categories 
of  RN  education  programs  dropped  more  than  20%  (McKibbin  & 
Boston,  1990);  the  61,660  new  RN  graduates  in  1989  were  the 
lowest  number  since  1973  (NLN,  1991) .  Although  the  number 
of  students  enrolled  in  all  types  of  basic  RN  programs  has 
increased  each  year  since  1988,  the  largest  enrollment 
increases  have  been  in  two-year  associate  degree  programs . 
Between  1985  and  1989,  the  proportion  of  new  RNs  graduating 
from  associate  degree  programs  increased  from  55.1%  in  1985 
to  61.4%  while  the  proportion  graduating  from  baccalaureate 
degree  programs  remained  constant  at  approximately  30%  (NLN, 
1991) .  If  this  trend  continues,  many  RNs  in  the  coming 
years  will  be  poorly  prepared  to  function  in  new  expanded 
nursing  roles.  These  facts  indicate  that  not  only  is  there 
a  current  nursing  shortage,  but  the  shortage  will  most 
likely  intensify  in  the  future. 
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Given  the  high  cost  of  recruiting  and  orienting  nursing 
personnel,  hospital  executives  must  be  concerned  with  not 
only  attracting  nurses  to  their  facilities,  but  retaining 
nurses  as  well.  Autonomy  in  nurses'  work  situations 
influences  job  satisfaction  (Alexander,  Weisman,  &  Chase, 
1982;  Carmel,  Yakubovich,  Zwanger,  &  Zalctman,  1988)  .  In 
fact,  the  AHA  reported  that  nurses  perceive  autonomy  as  the 
strongest  predictor  of  job  satisfaction  (Rowland  &  Rowland, 
1992,  p.  515) .  Hospital  executives  will  need  to  design 
organizations  which  support  autonomous  nursing  practice  to 
effectively  compete  for  scarce  nursing  resources.  As  more 
nurses  move  out  into  alternative  health  care  sites  in  the 
next  century,  nurses  must  be  comfortable  with  exercising 
their  professional  autonomy.  In  the  future,  the  acute  care 
hospital  will  be  only  one  small  box  on  the  health  care 
organizational  chart  (Michaels,  1989) .  By  the  year  2000,  it 
is  anticipated  that  hospitals  will  become  exclusively 
critical  care  centers.  Other  services,  such  as  surgery  and 
maternity  care,  will  be  provided  at  free-standing  locales 
and  patients  will  be  discharged  directly  to  home  care 
(Jackson  et  al . ,  1989).  The  nursing  profession  will  need 
both  highly  specialized  individuals  to  provide  complex, 
technology- saturated  care  to  patients  and  those  prepared  in 
a  broader  sense  to  care  for  nonacute  patients  in  other 
settings  where  the  nursing  role  will  be  quite  different.  In 
both  settings,  nurses  will  be  required  to  exercise  much  more 
autonomy  than  nurses  in  today's  environment  and  will  be  held 
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fully  accountable  for  the  practice  of  their  profession.  It 
is  imperative  that  nurses  demand  and  exercise  professional 
autonomy  now  if  the  nursing  profession  is  to  meet  the 
challenges  of  tomorrow. 

While  autonomy  has  been  identified  as  the  hallmark  of  a 
profession,  collaboration,  the  act  of  working  together  with 
one  another,  is  an  essential  characteristic  of  professional 
interactions  (Mundinger,  1980) .  Mundinger  (1980)  noted  that 
members  of  a  profession  do  not  take  direction  from  peers  in 
how  to  carry  out  their  activities;  each  member  is 
recognized  as  an  autonomous  individual.  In  a  true 
profession,  supervision  of  another's  work  is  unacceptable, 
yet  many  nurses  work  in  environments  in  which  their  work  is 
closely  supervised  and  scrutinized  by  other  nurses  as  well 
as  physicians.  Professional  practice  emphasizes  lateral 
communications  and  relationships  which  cross  positional 
boundaries;  in  doing  so,  collaboration  results  in  more  than 
the  collaborators  could  accomplish  alone  (Mundinger,  1980) . 
Assuring  the  full  use  of  professional  nursing  expertise, 
collaboration  is  necessary  for  the  provision  of  quality 
nursing  care  (Porter-G' Grady  &  Finnigan,  1984)  .  In  the 
final  analysis,  Mundinger  (1980)  predicted  that 
collaboration  with  other  professionals,  clients,  and,  most 
importantly,  nurse  colleagues,  may  be  the  most  effective 
means  of  providing  nursing's  unique,  yet  subtle  service.  If 
nursing  is  to  survive  and  flourish  as  a  profession,  nurses 
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must  recognize  the  need  for  autonomy  as  the  basis  for 
professional  collaboration. 

The  quality  of  patient  care  is  also  influenced  by 
nurses'  perceptions  of  autonomy.  Settings  in  which  nurses 
perceive  themselves  as  autonomous  motivate  them  to  initiate 
more  nursing  activities  (Carmel  et  al.,  1988)  and  feel 
responsible  for  patient  outcomes.  If  differences  in 
perceived  autonomy  in  particular  specialty  areas  could  be 
identified,  factors  which  contribute  positively  to  that 
difference  could  then  be  identified.  The  identified  factors 
that  contribute  to  autonomy  could  ultimately  become  a  focus 
for  management  in  increasing  job  satisfaction. 

One  strategy  for  addressing  the  need  for  autonomy  and 
independence  in  professional  nursing  practice  has  been  the 
development  of  shared  governance,  an  organizational  model 
based  on  participative  management  principles.  In  this 
model,  decision  making  is  the  right  and  responsibility  of 
those  closest  to  the  issues.  Nurses  make  decisions 
regarding  clinical  nursing  practue,  patient  care  quality, 
continuing  nursing  education,  and  nursing  research  (Porter- 
O' Grady  &  Finnigan,  1984) .  Through  the  action  of  a  nursing 
council  composed  of  both  administrative  and  clinical  nurse 
representatives,  shared  governance  is  designed  to  involve 
nurses  from  all  levels  in  the  institution  in  making 
decisions  regarding  the  practice  of  nursing  in  that 
particular  facility.  Nurses  make  decisions  regarding 
clinical  nursing  practice,  patient  care  quality,  continuing 
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nursing  education,  and  nursing  research  (Porter-O' Grady  & 
Finnigan,  1984)  .  When  nurses  from  all  areas  worlc  together 
within  a  shared  governance  structure,  an  environment  for 
effective  communication  and  professional  collaboration 
results.  In  their  study  of  nurses  at  an  institution  where 
shared  governance  had  been  instituted,  Ludemann  and  Brown's 
(1989)  findings  provided  preliminary  evidence  that  shared 
governance  creates  an  environment  in  which  nurses  perceive 
they  have  greater  influence,  autonomy,  and  freedom  to 
innovate . 

Statement  of  Purpose 

The  purpose  of  this  thesis  is  to  study  the  professional 
autonomy  perceived  by  maternal -newborn  and  surgical  nurses 
during  the  development  of  shared  governance  in  a  large 
hospital  organization.  This  will  entail  loo]cing  at  the 
organization  at  three  approximately  equidistant  points  in 
time  two  (1990) ,  three  (1991) ,  and  four  (1992)  years  after 
the  institution  of  shared  governance  at  the  study  site. 

Hypotheses 

(1)  The  autonomy  perceived  by  maternal -newborn  nurses 
will  be  greater  that  perceived  by  surgical  nurses. 

(2)  Both  maternal -newborn  and  surgical  nurses' 
perceptions  of  autonomy  will  improve  significantly  during 
the  development  of  shared  governance . 

Operational  Definitions 

(1)  Autonomy:  Professional  autonomy  is  "the  practice 
of  one's  occupation  in  accordance  with  one's  education,  with 


members  of  that  occupation  governing,  defining,  and 
controlling  their  own  activities  in  the  absence  of  external 
controls"  (Schutzenhofer ,  1987,  p.  278) .  In  this  study, 
autonomy  will  be  measured  by  the  Schutzenhofer  Nursing 
Activity  Scale.  This  35-item  scale  using  Likert  type 
responses  is  more  fully  discussed  in  Chapter  III. 

(2)  Nurse:  Any  individual  currently  licensed  as  a 
registered  nurse  (RN)  in  the  setting  state.  In  this  study, 
RNs  were  identified  from  a  list  generated  by  the  hospital 
personnel  department  and  only  RNs  were  invited  to 
participate  in  the  study. 

(3)  Maternal -newborn  nurse:  An  RN  who  cares  for 
pregnant /postpartum  women,  well  newborn  infants,  or 
critically  ill  newborn  infants.  Clinical  practice  areas 
under  this  category  included  Birthing  Center  1  (postpartum 
care  and  normal  newborn  nursery) ,  Birthing  Center  2  (labor 
and  delivery) ,  Neonatal  Intensive  Care  Unit,  and  Birth  & 
Family  Education.  In  the  original  study,  identification  of 
maternal -newborn  nurses  was  accomplished  both  by  a  list 
generated  by  the  hospital  personnel  department  used  to 
invite  the  potential  subjects  and  by  self-report  on  the 
study  instrument . 

(4)  Surgical  nurse:  An  RN  who  cares  for  patients 
before,  during  or  after  surgical  procedures.  Clinical 
practice  areas  under  this  category  included  Inpatient 
Operating  Room  (OR) ,  Post -Anesthesia  Care  Unit  (PACU) , 
Pre-Op,  Outpatient  OR,  Same  Day  Surgery,  Pre-Admission 


Testing,  and  Endoscopy.  In  the  original  study,  surgical 
services  nurses  were  identified  both  by  a  list  generated 
from  the  hospital  personnel  department  used  to  invite 
potential  subjects  and  by  self-report  on  the  study 
instrument . 

(5)  Shared  governance:  A  decentralized  organizational 
model  in  which  responsibility  for  all  aspects  of  nursing  are 
shared  between  caregivers,  nurse  administrators,  and  the 
chief  nurse  executive.  Shared  governance  enables  nurses 
from  all  levels  to  influence  decisions  which  affect  nursing 
practice,  the  work  environment,  professional  development  and 
personal  fulfillment  (Rowland  &  Rowland,  1992)  .  Shared 
governance  was  established  at  the  study  hospital  in  1988. 

Assumptions 

The  following  statements  are  assumptions  of  this  study: 

(1)  Participants  in  the  study  will  complete  the 
instrument  honestly. 

(2)  Professional  autonomy  is  important  to  registered 
nurses . 

(3)  Professional  autonomy  is  an  important  contributor 
to  quality  care. 

(4)  Professional  autonomy  is  important  to  job 
satisfaction  and  retention. 
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Limitations 

The  limitations  of  this  study  are: 

(1)  Generalizability  of  study  results  is  limited  due 
to  the  use  of  a  convenience  sample  and  collection  of  data 
from  a  single  site. 

(2)  Data  gathering  tools  were  grouped  into  a  rather 
lengthy  booklet  which  took  approximately  45  minutes  to 
complete.  The  fact  that  the  NAS  was  the  last  instrument 
completed  may  have  affected  how  participants  responded  to 
it . 

(3)  The  composition  of  the  group  participating  in  the 
study  was  partially  different  at  each  data  collection 
session.  The  inability  to  match  responses  between  study 
times  dictated  that  each  group  of  respondents  be  treated  as 
an  independent  group  for  statistical  analysis,  even  though 
some  individuals  participated  in  more  than  one  data 
collection  session.  This  may  affect  the  results  of  the  data 
analysis . 

Summary 

The  lack  of  perceived  autonomy  in  the  nursing 
profession  is  a  critical  area  of  concern  for  nurses  today. 
Recognition  of  the  concern  is  evident  in  current  nursing 
literature;  however,  relatively  little  research  has  been 
done  regarding  professional  autonomy  in  the  context  of 
shared  governance .  As  nurses  take  on  the  expanded  roles 
anticipated  in  the  future,  the  exercise  of  professional 
autonomy  will  become  even  more  important.  This  study  was 
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intended  to  provide  background  information  regarding 
maternal -newborn  and  surgical  nurses'  perceptions  of 
professional  autonomy  and  changes  in  those  perceptions  that 
may  occur  during  development  of  shared  governance. 

The  rest  of  this  thesis  traces  the  course  of  the 
research  project.  In  Chapter  II,  the  relevant  literature 
will  be  reviewed  and  the  theoretical  framework  for  the  study 
will  be  described.  The  methodology  of  the  research  project 
will  be  described  in  Chapter  III.  In  Chapter  IV,  the 
results  of  the  data  analysis  will  be  detailed.  Chapter  V 
will  include  conclusions  drawn  from  the  study  as  well  as 
implications  for  further  research. 
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II.  REVIEW  OF  LITERATURE 


The  autonomy  of  nurses  in  the  practice  of  their 
profession  has  been  a  subject  of  study  for  a  number  of 
authors.  The  source  of  much  of  the  difficulty  surrounding 
professional  nurses'  autonomy  lies  in  the  legacy  of  women's 
traditional  socialization  into  society  and  the  historical 
control  of  nursing  by  groups  outside  the  nursing  profession. 
Professional  autonomy  has  been  researched  in  relation  to  a 
number  of  variables  including  characteristics  of  nursing 
students,  job  satisfaction,  and  clinical  specialty  areas  to 
determine  correlates  and  predictors  of  autonomy. 

Measurement  of  professional  autonomy  has  been  a  challenge 
for  researchers.  Some  of  the  tools  used  to  measure  autonomy 
are  imprecise  at  best,  measuring  other  variables  in  addition 
to  autonomy. 

This  chapter  will  first  examine  major  social  and 
historical  forces  influencing  the  personal  and  professional 
autonomy  of  nurses.  Next,  research  concerning  autonomy  and 
associated  variables  will  be  reviewed.  The  chapter  will 
conclude  with  a  description  of  the  conceptual  framework 
developed  for  this  thesis. 
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Non-Empirical  Literature 

Social  and  Historical  Influences  on  Women's  Autonomy 

Schutzenhofer ' s  (1988b)  article  provides  insight  into 
the  forces  affecting  the  personal  as  well  as  professional 
autonomy  of  women.  Much  of  the  nursing  profession's 
difficulties  in  claiming  and  capturing  professional  autonomy 
equal  to  nurses'  responsibilities  and  education  lies  in  the 
fact  that  nursing  is  predominantly  a  female  profession. 
Ashley  (1976)  observed  that  the  role  of  nursing  in  the 
health  field  is  descriptive  of  women's  role  in  American 
society.  Traditional  nursing  roles  evolved  from  19th 
century  images  of  women  as  submissive,  dependent,  and 
deferent  beings- -hardly  characteristics  associated  with 
autonomy.  Despite  the  emergence  of  the  feminist  movement, 
these  stereotypes  persist  in  the  contemporary  discipline  of 
nursing  and  continue  to  thwart  nurses'  quest  for 
professional  autonomy. 

Part  of  the  problem  in  understanding  the  limited 
professional  autonomy  in  nurses,  who  are  predominantly 
female,  stems  from  the  lack  of  a  solid  body  of  research  on 
the  adult  development  of  women  in  general  (Schutzenhofer, 
1988b) .  Pinch  (1981)  and  Gilligan  (1979)  noted  that  most 
developmental  theorists  have  studied  male  development  and 
tried  to  make  women  fit  into  these  models;  however,  these 
models  fail  to  consider  the  unique  developmental  experiences 
of  females.  The  result  is  a  dichotomy  which  views  men  as 
"normally"  autonomous  and  "normal"  women  as  the 
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opposite -- submissive  and  passive.  Aggressive,  autonomous 
women  are  viewed  as  deviant  (Gilligan,  1979) . 

Weitzman  (1988)  has  noted  that  from  infancy,  males  and 
females  are  socialized  differently.  Females  frequently 
receive  overt  and  covert  messages  from  societal  institutions 
not  to  be  too  intelligent  or  seek  too  much  success.  Family, 
school,  and  church  combine  forces  to  encourage  feminine 
passivity  and  the  resulting  under-achievement  as  desirable 
feminine  attributes  (Weitzman,  1988) .  This  socialization 
process  may  direct  some  women,  perhaps  those  in  female 
professions  like  nursing,  to  seek  value  as  individuals  from 
outside  sources.  These  experiences  combined  with  an 
internalization  of  society's  devaluation  of  women's  roles 
may  be  what  causes  some  females  to  describe  themselves  as 
"just  a  (wife,  mother,  daughter,  or  nurse)". 

Another  result  of  female  socialization  is  described  as 
"other-centeredness"  or  putting  others  before  oneself. 

While  a  certain  amount  of  other-centeredness  may  be 
desirable,  it  can  lead  to  women  equating  personal  desires 
with  selfishness  and  indulging  those  desires  as  wrong.  As  a 
natural  extension  of  this  line  of  thought,  self-sacrifice 
becomes  a  measure  of  goodness  (Gilligan,  1977,  1979) .  Self- 
sacrifice  may  be  what  drives  some  nurses  to  exhaust 
themselves  trying  to  meet  all  of  their  patients'  needs 
without  consideration  for  their  own  personal  requirements. 
Other-centeredness  may  also  explain  why  women,  especially 
those  in  traditional  female  roles,  feel  such  strong 


16 

responsibility  in  their  relationships  with  others  ^nd 
experience  guilt  feelings  even  for  events  outside  their 
control  (Schutzenhof er ,  1988b) . 

Just  as  developmental  theory  has  focused  on  males, 
models  of  identity  formation  are  also  male-oriented. 

Erikson  (1963)  suggested  that  identification  with  an 
occupational  role  helps  define  personal  identity  and 
integrate  previous  developmental  stages.  Men  find  identity 
through  their  work,  while  a  woman's  identity  is  defined  by 
relationships  (Gilligan,  1977) ,  since,  until  recently,  most 
women  have  not  had  occupational  roles.  Even  though 
Erikson' s  model  does  not  stand  well  from  a  feminist 
perspective,  many  women  define  themselves  and  are  defined  by 
others  in  terms  of  their  external  relationships  as  someone's 
wife,  mother,  daughter,  or  sister.  External  relationship 
definitions  may  make  it  difficult  for  a  woman  to  function 
independently . 

A  most  powerful  socialization  force  impacting  on  the 
development  of  women's  autonomy  is  the  legal  system. 
Throughout  most  of  the  early  history  of  this  country,  women 
were  considered  a  husband's  property  and  denied  rights 
guaranteed  to  men.  Though  today  many  laws  have  been  changed 
to  grant  women  equal  rights.  Pinch  (1981)  noted  that  the 
restrictive  attitudes  reflected  in  those  early  laws  persist 
to  some  extent.  Given  the  history  of  the  legal  controls  on 
women,  it  is  easy  to  realize  why  nursing  must  struggle 
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against  legal  efforts  by  groups  outside  the  profession  to 
determine  rurses'  education  and  practice. 

Socialization  affects  the  decision-making  skills 
essential  for  autonomy;  women  in  traditional  roles  have 
little  opportunity  for  decision-making.  Gilligan's  (1977) 
study  of  women  and  moral  decision  making  indicated  that  the 
women  in  her  study  felt  excluded  from  decisions  made  outside 
their  own  personal  world.  These  women  also  felt  subject  to 
decisions  of  the  significant  man  in  their  lives.  This  may 
explain  why  some  nurses  feel  unprepared  to  make  the 
autonomous  decisions  that  a  professional  must  make. 

Stereotyping  is  another  facet  of  socialization  that  has 
impacted  development  of  women's  autonomy.  Ashley  (1976), 
posited  that  "nursing,  perhaps  more  than  any  other 
profession,  has  been  influenced  by  social  conceptions 
regarding  the  nature  of  women"  (p.  75) .  Although 
stereotyping  is  a  fact  for  both  sexes,  stereotypes 
associated  with  women  portray  society's  devaluation  of  women 
and  female  roles.  Much  of  female  stereotyping  is  predicated 
on  the  need  to  become  a  wife  and  mother  to  reach  full 
development  as  a  woman.  This  kind  of  stereotyping  limits 
women's  development  and  exercise  of  autonomy  and  limits 
women's  awareness  of  life  choices  beyond  traditional  roles. 
The  relationship  of  medicine  and  nursing  within  the  health 
care  system  strongly  echoes  stereotypical  male- female 
relationships.  In  Victorian  times,  physicians  invested  much 
energy  in  efforts  to  control  nurses'  education  and  practice 
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to  prevent  nursing  from  becoming  an  profession  independent 
of  medicine,  which  reflected  the  Victorian  attitude  that 
women  were  "less  independent,  less  capable  of  initiative, 
and  less  creative  than  men,  and  [thus]  in  need  of  masculine 
guidance"  (Ashley,  1976,  p.  76) .  The  stereotypical 
male -female  relationship  continues  to  this  day  in  the  form 
of  nurse  practice  acts  which  mandate  physician  supervision 
of  nursing  activities  even  though  the  physician  is  rarely 
present  when  nursing  care  is  performed,  providing  an 
effective  method  of  restricting  nurses'  professional 
autonomy. 

Although  female  socialization  norms  are  largely 
responsible  for  the  lack  of  autonomy  in  nurses,  nurses  also 
contribute  to  their  own  situation.  Historically,  nurse 
educators  promoted  the  concept  of  nursing  as  preparation  for 
marriage  and  motherhood.  Showcasing  nursing  as  the  key  to 
marriage,  preferably  to  a  physician,  the  public  press 
readily  promoted  the  idea.  This  kind  of  promotion  has  also 
contributed  to  lack  of  career  commitment,  as  women,  until 
recent  years,  have  been  socialized  to  retire  from  the 
workforce  after  marriage  (Hughes,  1988) .  Lack  of  commitment 
to  the  profession  affects  nurses'  professional  autonomy. 

Muff  (1988)  noted  that  as  long  as  nurses  are  depicted  as 
subservient,  rigid,  and  non- autonomous,  the  nursing 
profession  will  attract  individuals  possessing  those  traits 
and  for  whom  self-actualization  and  responsibility  are 
threatening  prospects.  To  the  extent  that  nursing  is 
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portrayed  as  a  stopgap  to  marriage,  it  will  attract  women 
who  lack  career  aspiration  and  lifelong  professional 
commitment . 

Nursing  education  is  also  responsible  for  limiting  the 
development  and  exercise  of  professional  autonomy.  As  a 
result  of  strictly  regimented  learning  processes  and  control 
of  even  some  aspects  of  their  personal  lives  (Ashley,  1976) , 
some  nurses  never  develop  professional  autonomy.  These 
individuals  then  spend  their  working  years  practicing 
nursing  in  a  rigid,  mechanical  manner  without  realizing  a 
key  ingredient  is  missing  (Kalisch  &  Kalisch,  1988) .  By  the 
same  token,  it  seems  possible  that  emphasis  on  professional 
socialization  of  students  into  nursing  by  nurse  educators 
could  neutralize  these  negative  aspects. 

The  work  environment  may  also  restrict  professional 
autonomy.  Ashley's  (1976)  review  the  role  of  the  nurse  and 
relationships  between  nurses,  hospital  administrators,  and 
physicians  highlighted  the  tremendous  lack  of  control  nurses 
have  historically  had  over  nursing  practice  and  education, 
particularly  in  the  hospital  setting.  The  hierarchal 
structui?^  of  the  typical  hospital  department  of  nursing, 
which  places  nurses  in  supervisory  positions  over  their 
peers,  discourages  professional  autonomy  and  collaboration 
between  nurses.  It  has  been  the  author's  experience  that 
nurses  are  frequently  not  represented  at  hospital  committee 
meetings  in  which  decisions  affecting  nursing  practice  are 
made.  Hospital  policies  that  constrain  nursing  practice. 
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dismissal  of  nurses'  ideas  and  needs  by  administrators,  and 
poor  staffing  all  limit  the  development  of  professional 
autonomy  and  are  frequently  cited  as  reasons  why  nurses 
leave  nursing  (Maas  &  Jacox,  1977;  Wandelt  et  al . ,  1981). 
Such  factors  in  the  workplace  may  interact  to  produce  an 
evolutionary  effect  on  nurses'  perceptions  of  professional 
autonomy  over  time. 

Empirical  Literature 
Nursing  Students  and  Autonomy 

To  discover  the  nature  of  students  attracted  to  the 
nursing  profession,  Boughn  (1988)  conducted  a  study  to 
determine  whether  or  not  female  nursing  students  are  as 
autonomous  as  female  students  in  both  traditional  female 
occupations  and  non-traditional  occupations.  A  convenience 
sample  of  1,046  female  freshman  through  senior  students 
enrolled  in  baccalaureate  programs  in  the  schools  of : 
nursing  (n  =  366) ,  education  (n  =  354) ,  business  (n  =  166) , 
and  arts/sciences  (n  =  157)  participated  in  the  study. 

Deans  and  chairs  of  the  four  schools  involved  identified  the 
appropriate  faculty  to  obtain  proportioned  numbers  of  class 
levels.  The  chosen  faculty  administered  the  questionnaire 
within  a  two-week  period  at  the  beginning  of  the  fall 
semester. 

Data  were  collected  using  three  instruments :  a 
demographics  sheet,  Kurtines'  autonomy  scale,  and  Bern's 
Sex-Role  Inventory  of  masculine  and  feminine  attributes. 
Kurtines'  autonomy  scale  consists  of  25  true/false  items. 
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In  reviewing  the  development  of  Kurtines'  tool,  Boughn 
(1988)  reported  internal  reliability  of  the  instrument  at 
.61  and  reported  face  validity.  Item  analysis  was  done  and 
correlations  were  in  the  expected  directions  related  to 
achievement  orientation,  interpersonal  aggressiveness,  and 
masculinity  (statistics  were  not  reported) . 

Autonomy  scores  differed,  but  not  significantly,  among 
all  four  schools  (F  =  2.51,  p  =  .0566,  no  df  reported). 
Nursing  students  had  the  lowest  mean  for  autonomy,  while  the 
highest  mean  came  from  students  in  the  school  of 
arts/sciences.  The  inability  to  detect  differences  was 
thouaht  to  be  due  to  disproportionate  group  sizes  because 
the  arts/sciences  and  business  group  sizes  were  smaller  than 
nursing  and  education.  An  additional  ANOVA  comparing 
nursing  (n  =  366)  with  education  (n  =  354)  and  arts/sciences 
combined  with  business  (n  =  510)  revealed  no  significant 
difference  between  nursing  and  education  (PrGTF  =  .9838); 
however,  there  was  a  significant  difference  (PrGTF  =  .0161) 
between  nursing  and  the  combined  non -traditional  female 
occupations  in  the  schools  of  arts/sciences  and  business. 

Autonomy  and  masculinity  scores  were  significantly 
correlated  using  data  from  all  four  schools  (r  =  .449,  p  = 
.0001,  no  df  reported).  The  highest  mean  scores  for  both 
autonomy  and  masculinity  were  in  arts/sciences.  The  lowest 
mean  scores  were  in  nursing,  although  it  should  be  noted 
that  the  mean  autonomy  scores  of  nursing  and  education  were 
11.44  and  11.45,  respectively  and  differed  by  only  .01. 
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There  was  no  significant  relationship  between  autonomy  and 
the  demographic  variables  of  parents'  occupation,  GPA,  and 
MSAT/VSAT  scores.  The  results  of  this  study  support  the 
idea  in  the  theoretical  literature  that  the  nursing 
profession  does  not  attract  naturally  autonomous  females. 

Are  there  ways  to  stimulate  the  development  of  professional 
autonomy  in  nursing  students  with  relatively  low  levels  of 
perceived  autonomy  in  their  personal  lives? 

In  another  study  involving  nursing  students,  Cassidy 
and  Oddi  (1988)  examined  four  groups  of  nursing  students  to 
determine  differences  in  perception  of  ethical  dilemmas  and 
attitudes  toward  autonomy.  The  sample  consisted  of  130 
randomly  selected  female  students  enrolled  in  four  different 
types  of  nursing  programs:  associate  degree  (n  =  23), 
generic  baccalaureate  (n  =  29) ,  baccalaureate  completion 
(n  =  33) ,  and  masters  (n  =  45) .  Associate  degree  (AD) 
students  were  in  their  last  semester  of  study,  generic  and 
completion  baccalaureate  (BSN)  students  had  completed  at 
least  90  credit  hours,  and  masters  (MSN)  students  had 
completed  at  least  15  credit  hours  of  a  36  credit  hour 
program.  Possible  similarities  between  some  these  groups 
should  be  noted.  AD  students  in  their  last  semester  and  BSN 
completion  students  who  had  completed  90  credit  hours  could 
conceivably  be  very  similar.  Also,  MSN  students  and  BSN 
completion  students  were  similar  in  that  they  were  both 
licensed  and  practicing.  Data  collection  was  via 
questionnaires  mailed  to  a  total  of  236  nursing  students 
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with  a  return  of  usable  responses  rate  of  SI .1\  (n  =  130) . 
Demographic  data  collected  included  type  of  program,  age, 
education  in  ethics,  and  licensure  as  an  RN. 

The  Judgement  About  Nursing  Decisions  (JAND)  tool,  was 
used  to  measure  ethical  dilemmas  in  nursing  practice.  The 
JAND  is  a  self -administered  39-item  instrument,  consisting 
of  six  stories  involving  nurses  in  ethical  dilemmas.  Each 
story  is  followed  by  five  to  seven  nursing  responses  to  the 
situation.  Each  item  requires  two  responses  in  yes/no 
format;  Column  A  indicates  whether  to  nurse  should  or 
should  not  engage  in  the  action  (idealistic)  and  Column  B 
indicates  whether  the  nurse  in  that  situation  would  be 
likely  or  not  to  engage  in  the  action  (realistic) .  Content 
validity,  face  validity  and  evidence  of  discriminate 
validity  of  the  JAND  had  been  reported  by  the  developer. 
Empirical  validity  for  the  JAND  was  based  on  correlation  of 
sub-scores  with  the  "principled  morality  score"  (p  score)  of 
the  Defining  Issues  Test  (DIT) ,  a  measure  of  moral 
development  used  in  the  developer's  original  study.  The 
correlation  of  the  DIT  and  the  JAND  for  Column  A  is  reported 
as  .28  (p  <  .01)  and  .19  (p  <  .05)  for  Column  B;  while 
significant,  these  are  not  strong  correlations,  so  the  tools 
are  obviously  measuring  something  different.  Reported 
reliability  for  Column  B,  using  Cronbach's  alpha,  ranges 
from  .70  to  .73  with  different  groups  of  nurses,  but  the 
developer  reported  Column  A  lacks  internal  consistency  and 
is  not  being  used  as  a  separate  scale  to  test  hypotheses. 
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It  seems  odd  that  despite  this  lack  of  consistency,  the 
researchers  still  decided  to  use  the  JAND.  A  reliability  of 
0.80  is  considered  the  lowest  acceptable  alpha  for  a  well- 
developed  measurement  tool  (Burns  &  Grove,  1987) . 

The  Nursing  Autonomy  and  Patients'  Rights  Scale  (NAPRS) 
was  used  to  measure  the  variables  of  autonomy  and  advocacy, 
patients'  rights,  and  rejection  of  traditional  role 
limitations.  The  NAPRS,  developed  by  Pankratz  and  Pankratz 
in  1974,  is  a  47-item,  self-report  instrument  comprised  of 
three  sub-scales.  Agreement  or  disagreement  with  each 
statement  is  indicated  with  a  five-point  Likert  scale. 

Items  on  the  NAPRS  were  developed  from  a  questionnaire  on 
nurse  attitudes  towards  their  professional  roles  and 
patients'  rights,  comments  from  nurse  respondents  to  the 
questionnaire,  and  issues  identified  by  selected  nursing 
leaders.  An  initial  pool  of  69  items  was  administered  to 
several  groups  of  practicing  nurses  (n  =  702)  .  Factor 
analysis  tentatively  indicated  the  presence  of  the  variables 
and  that  the  NAPRS  has  potential  for  providing  information 
on  the  three  variables  it  claims  to  measure  (no  specifics 
reported) .  Cassidy  and  Oddi  (1988)  simplified  instrument 
scoring  by  basing  it  on  a  simple  sum  of  actual  responses. 
Items  were  reversed  and  scores  adjusted  to  reflect  a  total 
score  for  the  scale  and  each  sub- scale  equal  to  the  sum  of 
the  responses  to  the  items . 

Reliability  analyses  (Cronbach's  alpha)  of  the  JAND  and 
the  NAPRS  and  their  respective  sub-scales  indicated  a  number 
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of  unreliable  items,  particularly  in  autonomy  and  idealistic 
behavior,  with  alphas  of  only  .216  and  .199  respectively 
(Cassidy  &  Oddi,  1988) .  After  unreliable  items  were 
eliminated,  reliability  analyses  were  recalculated.  As  a 
result,  the  autonomy  sub-scale  was  reduced  from  26  to  17 
items  and  the  idealistic  behavior  sub-scale  was  reduced  from 
39  to  25  items.  The  alpha  of  the  autonomy  scale  was 
improved  to  a  respectable  .746  while  the  alpha  of  the 
idealistic  scale  improved  only  to  a  still  very  poor  .400 
(Cassidy  &  Oddi,  1988) . 

Demographics  of  the  respondents  showed  a  mean  age  of  31 
years,  38.4%  (n  =  50)  had  completed  an  ethics  course,  and 
49.2%  (n  =  64]  had  completed  an  ethics  seminar. 

Significant  differences  among  the  four  educational  groups 
were  noted  on  autonomy  (F  =  20.93,  p  <  .000),  patients' 
rights  (F  =  3.14,  p  =  .027),  and  rejection  of  traditional 
role  limitations  (F  =  5.51,  p  <  .001).  Post  hoc  tests  using 
Scheffe's  procedure  indicated  autonomy  scores  of  AD  and 
generic  BSN  groups  were  significantly  higher  than  BSN 
completion  and  MSN  groups  (p  =  .06) .  There  were  no 
significant  (p  >  .05)  differences  between  groups  on 
patients'  rights.  On  rejection  of  traditional  role 
limitations,  AD  students  scored  significantly  higher  than 
MSN  students  (F  =  5.51,  p  =  .001,  no  df  reported). 
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Additional  independent  variables  were  examined  for 
their  effects  on  the  sub-scales: 

(1)  Age  -  The  sample  was  divided  into  two  groups  by  mean 
age.  Younger  students  scored  significantly  higher  an 
autonomy  (F  =  34.14,  p  =  .000),  and  rejection  of 
traditional  role  limitations  (F  =  4.98,  p  =  .02). 
Younger  students  also  scored  higher,  though  not 
significantly,  on  patients'  rights  (F  =  3.81,  p  =  .053) 
(Cassidy  &  Oddi,  1988) .  No  df  values  were  reported. 

(2)  RN  status  -  Students  who  were  RNs  scored  significantly 
higher  on  autonomy  (F  =  59.38,  p  <  .000),  while  non-RN 
students  scored  higher  on  patients'  rights  (F  =  5.51,  p 
=  .02)  and  rejection  of  traditional  role  limitations  (F 
=  10.25,  p  <  .001)  (Cassidy  &  Oddi,  1988).  No  df 
values  were  reported. 

(3)  Ethics  education  -  Students  who  had  taken  an  ethics 
course  scored  significantly  higher  on  autonomy 

(F  =  6.89,  p  =  .009)  and  rejection  of  traditional  role 
limitations  (F  =  10.25,  p  <  .001)  (Cassidy  &  Oddi, 

1988) .  No  df  values  were  reported. 

Surprisingly,  students  who  had  not  taken  an  ethics 
seminar  scored  significantly  higher  on  autonomy  (F  =  19.38, 
p  <  .000,  no  df  reported)  than  those  who  had  attended  an 
ethics  seminar  (Cassidy  &  Oddi,  1988) .  The  researchers 
suggested  that  the  superficial  discussion  of  ethics  in  the 
short  time  frame  of  seminar  may  generate  more  confusion  than 


clarification . 
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Between  all  groups  and  all  variables  there  were  no 
significant  differences  found  on  perceptions  of  idealistic 
and  realistic  moral  behavior.  Cassidy  and  Oddi  (1988)  noted 
that  the  removal  of  the  unreliable  items  from  both  the  JAND 
and  the  NAPRS  may  have  compromised  instrument  content 
validity.  In  addition,  the  unreliability  of  the  JAND  with 
this  sample  and  the  failure  of  its  subscores  to  correlate 
significantly  with  any  other  variables  may  partially  explain 
the  lack  of  differences  found  among  the  four  groups  of 
nurses  in  perceptions  of  ethical  dilemmas.  Both  the  JAND 
and  the  NAPRS  require  further  psychometric  evaluation. 

It  is  interesting  to  note  here  that  when  Cassidy  and 
Oddi  (1991)  replicated  their  study,  many  of  their  1988 
findings  were  contradicted.  In  the  1991  study,  the  sample 
consisted  of  147  students  (a  40%  response  rate)  who 
responded  to  a  mailed  questionnaire  (number  of 
questionnaires  mailed  was  not  reported) .  The  final  sample 
included  23  associate  degree  (AD) ,  11  generic  baccalaureate 
(BSN) ,  52  degree-completion,  and  60  master's  degree  (MSN) 
students.  This  sample  was  different  from  the  original 
sample  in  that  there  were  less  generic  BSN  students  and  more 
degree -completion  and  master's  students.  The  mean  age  of 
this  sample  was  32.3  years.  In  regard  to  ethics  education, 
41%  (n  =  60)  had  completed  an  ethics  course  and  50%  (n  =  73) 
had  attended  an  ethics  workshop  or  seminar.  Cassidy  and 
Oddi  (1991)  again  reported  problems  with  unreliable  items  on 
both  the  JAND  and  the  NAPRS.  Both  instruments  were  modified 
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in  essentially  the  same  fashion  as  before.  The  alpha  for 
the  NAPRS  was  reported  to  exceed  .75  for  all  three 
subscales.  Even  with  elimination  of  unreliable  items,  the 
idealistic  subscale  of  the  JAND  was  only  .54,  while  the 
realistic  behavior  subscale  produced  an  alpha  of  .70. 
Nunnally  (1978)  recommends  that  tools  in  early  stages  of 
development,  such  as  the  JAND,  should  have  a  reliability  of 
at  least  .70;  the  unacceptable  reliability  of  the 
idealistic  subscale  decreases  the  reliability  of  the  JAND  as 
a  whole . 

In  examining  the  results  by  program,  the  only 
consistent  finding  for  both  studies  was  that  AD  students 
scored  significantly  higher  on  rejection  of  traditional  role 
limitations  than  MSN  students  (F  =  7.69,  p  <  .0001).  In 
1991,  the  generic  BSN  students  also  scored  significantly 
higher  than  the  MSN  students.  On  autonomy,  MSN  students 
were  significantly  higher  than  the  other  three  groups  (F  = 
7.69,  p  <  .0000,).  In  the  original  study,  AD  and  generic 
BSN  students  scored  significantly  higher  on  autonomy. 

The  effects  of  age  were  the  same  for  both  studies, 
except  that  in  Cassidy  and  Oddi  (1988) ,  younger  students  had 
scored  higher  on  patients'  rights.  Younger  students  scored 
higher  on  autonomy  (F  =  5.55,  p  =  .0199)  and  rejection  of 
traditional  role  limitations  (F  =  5.01,  p  =  .0268)  than 
older  students  in  both  studies. 

The  findings  related  to  RN  status  were  reported  as 
opposite  of  those  in  the  original  study.  RNs  scored 
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significantly  lower  than  non-RNs  on  autonomy  (F  =  42.17,  p  = 
.0000),  patients'  rights  (F  =  6.51,  p  =  .0118),  and 
rejection  of  traditional  role  limitations  (F  =  24.36,  p  = 
.0000).  RNs  scored  significantly  lower  than  non-RNs 
(Cassidy  &  Oddi,  1991) .  It  is  interesting  to  note  that  MSN 
students  (who  were  licensed  RNs  and  were  the  largest  group 
in  the  sample)  scored  significantly  higher  on  autonomy  than 
the  other  three  groups,  yet  RNs  scored  significantly  lower 
than  non-RNs  on  autonomy.  Is  chis  an  error  on  the 
researchers'  part  or  could  the  degree  completion  group  have 
scored  so  low  on  autonomy  as  to  offset  the  autonomy  scores 
of  the  MSN  students?  Conversely,  in  the  original  study, 
non-RNs  scored  higher  on  patient  rights  and  rejection  of 
role  limitations  only  and  RNs  scored  higher  in  autonomy. 

Data  regarding  ethics  education  showed  that  students  who  had 
a  formal  ethics  course  scored  significantly  higher  on 
autonomy  (F  =  4.42,  p  =  .0373)  and  perceptions  of  realistic 
moral  behavior  (F  =  4.12,  p  =  .0443);  there  were  no 
significant  differences  for  groups  who  had  or  did  have  an 
ethics  course  on  patients'  rights,  rejection  of  traditional 
role  limitations,  or  perceptions  of  idealistic  moral 
behavior  (Cassidy  &  Oddi,  1991) .  In  the  original  study, 
ethics  course  students  scored  significantly  higher  on 
autonomy  (F  =  6.89,  p  =  .009)  and  rejection  of  traditional 
role  limitations  (F  =  10.25,  p  =  .001);  there  were  no 
significant  differences  by  ethics  course  on  perceptions  of 
idealistic  or  realistic  moral  behavior  (Cassidy  &  Oddi, 
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1988) .  By  ethics  seminar  attendance,  those  students  who  had 
not  attended  an  ethics  seminar  scored  higher  on  autonomy  (F 
=  4.92,  p  =  .0238)  and  rejection  of  traditional  role 
limitations  (F  =  9.75,  p  =  .0023)  than  those  who  did  attend 
an  ethics  seminar  (Cassidy  Sc  Oddi  1991)  .  These  results  are 
similar  to  those  from  the  original  study,  with  the  exception 
of  the  effect  on  rejection  of  traditional  role  limitations. 

In  summary,  Cassidy  and  Oddi  (1991)  suggested  that  the 
inconsistent  findings  between  the  replication  and  the 
original  study  may  have  been  due  to  proportional  differences 
between  the  student  subgroups.  Age  in  both  studies  exerted 
a  significant  effect  on  autonomy  and  rejection  of 
traditional  role  limitations.  Another  consistent  finding 
was  that  formal  ethics  education  positively  influenced 
attitudes  on  autonomy  while  continuing  education  on  ethics 
negatively  influenced  attitudes  on  autonomy.  The  lac]c  of 
reliability  of  the  moral  behavior  subscale  of  the  JAND  in 
this  study  indicates  this  tool  may  not  be  appropriate  for 
use  in  research  until  it  is  refined  further. 

Autonomy  and  the  Work  Environment 

The  relationship  of  personal  characteristics,  job- 
related  characteristics  and  the  perception  of  autonomy  were 
examined  by  Alexander,  Weisman,  and  Chase  (1982)  .  In  a 
descriptive  study  designed  to  analyze  autonomy  as  perceived 
by  nurses  working  in  different  clinical  contexts  in  a  large 
university-affiliated  hospital,  the  study  sample  (n  =  789) 
represented  97.7%  of  the  staff  nurses  employed  full  time  at 
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the  study  facility.  Subdivided  by  clinical  context,  the 
sample  consisted  of  134  nurses  working  on  medical  units,  178 
nurses  on  surgical  units,  108  nurses  on  special  care  units, 
and  117  nurses  on  pediatric  and  obstetrical  units.  In 
educational  level,  the  sample  was  divided  fairly  evenly 
between  baccalaureate  (40%) ,  diploma  (30%) ,  and  associate 
degree  (32%) .  The  majority  of  the  sample  nurses  (61%)  were 
in  their  first  nursing  position  and  had  worked  in  the  study 
hospital  for  less  than  three  years,  worked  on  primary 
nursing  units  (57%) ,  and  rotated  shifts  (62%) .  Measurement 
tools  for  the  study  included  a  structured  30 -minute  personal 
interview  with  each  nurse  by  a  trained  professional 
interviewer  and  a  questionnaire  developed  from  several  other 
instruments.  Instruments  included:  a)  Five  items  from 
Rotter's  (1966)  Locus  of  Control  Scale,  a  29-item  tool  to 
measure  personal  efficacy  (no  psychometric  values  reported) ; 
b)  the  Head  Nurse  Scale,  a  5 -item  scale  developed  for  the 
study  to  measure  the  staff  nurse's  attitudes  toward  her  head 
nurses'  leadership  style  and  responsiveness  (alpha  =  .89); 
four  items  from  the  Quality  of  Employment  Surveys,  which 
measure  workers'  perception  of  their  decision-making  power 
relative  to  the  conduct  of  the  jobs  (alpha  =  .75);  and  the 
Physician  Task  Delegation  Scale,  which  measures  the  nurse's 
perception  of  frequency  of  delegation  of  inappropriate  tasks 
by  physicians.  Other  information  collected  included  nursing 
education,  length  of  employment,  unit  workload,  position 
level,  and  method  of  nursing  care  on  units  surveyed. 
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Data  were  analyzed  by  zero-order  Pearson  Product  Moment 
correlations  and  multiple  regression  techniques.  Pearson 
Product  moment  correlations  at  p<.05  indicated  autonomy  was 
positively  related  to  internal  locus  of  control  {r  =  .20), 
primary  nursing  (r  =  .11),  and  the  head  nurse  scale 
(r  =  .34).  Baccalaureate  education  was  negatively 
associated  with  autonomy  (r  =  -.13,  p<.05)  for  the  total 
sampxe;  this  was  a  significant  finding  with  surgical  nurses 
(r  =  -.13,  p<.05).  For  special  care  nurses,  those  in  their 
first  position  (r  =  .20,  p<.05)  and  those  with  low  workloads 
(r  =  .18,  p<.05)  were  associated  with  high  perceived 
autonomy.  The  finding  of  higher  autonomy  in  a  first 
position  would  seem  to  reinforce  Cassidy  &  Oddi's  (1988, 
1991)  results  linking  higher  autonomy  with  younger  age. 
Alexander  et  al .  (1982)  suggested  that  intensive  care  units, 
by  virtue  of  their  lower  workloads  and  sensitivity  to 
staffing,  may  instill  a  greater  sense  of  autonomy  in  nurses 
who  work  there.  Parent-child  nurses  with  longer  employment 
times  viewed  themselves  as  having  greater  control  over  their 
work  than  their  counterparts  in  other  areas  (Alexander  et 
al .  ,  1982)  . 

Multiple  regression  analysis  to  distinguish  the 
influence  of  each  independent  variable  on  the  nurses' 
perceptions  of  autonomy  from  the  affects  of  all  other 
variables  yielded  nearly  the  same  results  as  for  the 
correlational  analysis.  Baccalaureate  education 
(r  =  -.15),  internal  control  (r  =  .18),  primary  nursing 
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(r  =  .13),  the  head  nurse  scale  (r  =  .34),  and  the  adequacy 
of  professional  time  (r  =  -.15)  were  found  to  significantly 
predict  perceived  autonomy  across  all  clinical  areas  (F  = 
9.34,  df  =  11, -691,  p<.05).  For  surgical  (r  =  .18,  F  =  3.94, 
df  =  11; 166,  p<.05))  and  special  care  unit  nurses  (r  =  .14, 

F  =  4.93,  df  =  11;  96,  p<.05),  worlcload  had  a  significant 
effect  on  perceived  autonomy.  The  parent-child  nurses  who 
felt  they  had  both  inadequate  time  for  professional 
development  (r  =  -.20)  and  thought  physicians  delegated 
inappropriate  tasks  to  them  (r  =  -.23)  had  significantly 
lower  levels  of  perceived  autonomy  (F  =  4.70,  df  =  11; 105, 
p<.05) .  Clearly,  there  are  a  number  of  factors  in  the  work 
environment  which  exert  an  effect  on  nurses'  perceptions  of 
autonomy . 

Autonomy  and  Shared  Governance 

One  of  the  few  published  works  which  examined  shared 
governance  was  Ludemann  and  Brown's  (1989)  study  of  staff 
perceptions  of  shared  governance  approximately  two  years 
after  the  structure  was  initiated  at  Rose  Medical  Center  in 
Denver,  Colorado.  The  shared  governance  body  at  this 
institution  was  a  nursing  congress  with  bylaws  that  gave 
each  employee  in  the  nursing  division  an  equal  vote. 

Nursing  staff  were  elected  to  decision-making  councils  and 
committees .  The  purpose  of  the  study  was  to  evaluate  the 
effectiveness  of  the  shared  governance  structure  through  the 
measurement  of  staff  perceptions  before  and  after  the 
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Structural  change  in  the  organization.  Staff  perceptions 
before  shared  governance  were  based  on  staff  recollection. 

Data  was  collected  using  two  exploratory,  descriptive, 
correlational  surveys  completed  at  two  different  points  in 
time.  The  first  survey  was  distributed  to  the  total  nursing 
division  (n  =  630)  about  one  and  one-half  years  after  the 
institution  of  shared  governance  and  the  response  rate  was 
28%  (n  =  178) .  A  second  survey  was  distributed  six  months 
later  to  a  randomly  selected  sample  of  200  nursing  division 
staff;  74  survey  were  returned  for  a  37%  response  rate 
(Ludemann  &  Brown,  1989) .  The  researchers  justified 
administration  of  the  second  survey  by  noting  that  there  was 
an  unanticipated  layoff  of  personnel  due  to  low  patienc 
census  during  the  week  that  the  first  survey  was 
administered,  which  they  felt  may  have  affected  those 
results.  In  addition,  the  researchers  were  concerned  with 
the  low  response  rate  of  the  first  survey  and  believed  a 
second  survey  might  assist  them  in  determining  the 
reliability  of  the  findings;  however,  the  were  very  few 
differences  found  between  the  first  and  second  surveys  and 
the  second  survey  results  were  not  included  in  the 
researchers'  final  report. 

Following  a  review  of  the  literature  and  examination  of 
existing  instruments,  Ludemann  and  Brown  (1989)  designed  a 
four-part  instrument  for  the  study  which  included  a  15 -item 
organizational  commitment  scale,  a  24 -item  commitment  to  the 
nursing  congress  scale  (developed  by  the  researchers) ,  and  a 
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42 -item  attitudinal  scale  that  measured  toward  the  work 
environment  (specifically,  perceptions  of  autonomy  and  power 
and  climate  for  change  and  innovation) ,  staff  influence 
within  the  organization,  and  a  14 -item  scale  that  measured 
job  satisfaction.  The  attitudinal  scale  was  adapted  from  a 
work  environment  scale  by  Welsch  (Ludemann  &  Brown,  1989) . 

Validity  and  reliability  of  the  instrument  were 
assessed  using  factor  analysis  and  Cronbach's  alpha. 

Through  factor  analysis  (oblique  rotation) ,  three  subscales 
related  to  work  environment  were  identified:  1)  personal 
power  and  autonomy,  2)  workload,  and  3)  climate  for 
innovation.  Three  subscales  related  to  job  satisfaction 
were  also  identified:  1)  intrinsic  rewards,  2)  extrinsic 
rewards,  and  3)  opportunities  for  growth.  Based  on  the 
factor  analysis,  a  shortened  version  of  the  instrument  was 
developed  which  included  only  those  items  with  factor 
loadings  above  .5000.  The  long  version  of  the  tool  was  used 
with  the  first  distribution  of  the  survey  and  the  short 
version  of  the  tool  was  used  with  the  second  distribution  of 
the  survey.  Ludemann  and  Brown  (1989)  reported  the  alphas 
for  all  scales  and  subscales  as  >  .85,  except  for  workload 
(.78),  climate  for  innovation  (.72),  and  extrinsic  rewards 
(.78)  in  the  shortened  version  of  the  instrument. 

Due  to  the  low  response  rate  for  both  data  collection 
sessions,  the  two  samples  were  compared  with  the  total 
population  at  the  time  of  the  second  survey  by  age, 
position,  and  work  status.  While  the  mean  age  of  both 
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sample  groups  was  seven  years  older  than  the  population,  the 
distribution  patterns  of  both  the  samples  and  the  population 
were  very  similar.  By  position,  the  groups  were 
proportionally  represented  in  both  samples,  except  for  unit 
secretaries  and  licensed  practical  nurses  (LPN) ,  who  were 
underrepresented  by  no  more  than  three  percentage  points. 

By  work  status,  the  two  samples  were  very  similar;  the  first 
sample  had  a  full-time/part-time  ratio  of  69.8%/30.2%  while 
the  ratio  for  the  second  sample  was  72.9%/27.1%.  Work 
status  information  for  the  population  was  not  available 
(Ludemann  &  Brown,  1989) . 

Findings  indicated  perception  of  the  work  environment 
was  more  positive  after  shared  governance.  By  paired  t- 
test,  there  was  a  mean  change  of  .12  (t  =  2.97,  SD  =  .44, 
p  =  .004)  in  attitudes  toward  the  work  environment,  with  the 
greatest  differences  in  the  subscales  of  personal  power  and 
autonomy  (mean  change  =  .27,  t  =  5.20,  SD  =  .55,  p  =  .000) 
and  climate  for  innovation  (mean  change  =  .21,  SD  =  .59,  t  = 
3.84,  p  =  .000).  The  greatest  mean  change  was  on  the 
influence  scale,  scored  from  1  to  5/low  to  high  (mean  change 
=  .56,  t  =  7.82,  SD  =  .76,  p  =  .000),  indicating  a 
significant  increase  in  the  staff's  perception  of  ability  to 
influence  decision  making  in  the  organization.  Results  also 
indicated  increased  job  satisfaction.  Overall  job 
satisfaction  increased  by  .19  (t  =  4.84,  SD  =  .42,  p  = 

.000),  with  extrinsic  rewards  (salary  and  benefits) 
increasing  by  .22  (t  =  4.52,  SD  =  .52,  p  =  .000)  and 
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intrinsic  rewards  (self-respect  and  prestige)  by  .16  (t  = 
3.73,  SD  =  .47,  p  =  .000)  .  WorJcload,  as  anticipated,  did 
not  change  significantly  (mean  change  =  .07,  t  =  1.64,  SD  = 
.44,  p  =  .100) .  Repeated  Measures  Analysis  of  Variance 
failed  to  find  any  interaction  effects  among  demographic 
variables  and  the  various  scales  and  subscales  discussed 
above  (Ludemann  &  Brown,  1989) . 

Commitment  to  the  organization  and  the  nursing  congress 
were  examined  next.  With  a  possible  high  score  of  7,  the 
mean  organizational  commitment  score  was  5.08  and  the  mean 
nursing  congress  commitment  score  was  4.62,  both  indicating 
a  mild  degree  of  commitment.  Relationships  between 
demographic  variables  and  commitment  were  examined  using 
ANOVA.  Commitment  to  the  both  the  organization  and  the 
nursing  congress  increased  with  age,  years  employed  at  the 
study  hospital,  and  a  higher  position  within  the  nursing 
division.  The  researchers  also  found  that  nursing  staff  who 
worked  full-time  and  had  more  education  were  more  likely  to 
be  committed  to  the  nursing  congress,  though  not  to  the 
organization . 

In  critique,  the  author  questions  the  accuracy  with 
which  the  staff  was  able  to  recall  their  perceptions  from 
nearly  two  years  prior,  a  concern  acknowledged  by  the 
researchers.  The  researchers  could  have  done  factor 
analysis  and  reliability  testing  on  the  instrument  with  a 
test  sample  before  the  first  administration,  rather  than 
using  one  version  of  the  tool  with  one  sample  and  another 
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version  with  the  second  sample.  It  was  also  difficult  to 
understand  the  data  analysis  associated  with  commitment,  as 
the  researchers  discussed  "staff  demographic 
characteristics,  but  included  demographic  variables  related 
only  to  nurses  (ie,  basic  RN  education,  highest  nursing 
degree,  and  years  in  nursing) . 

Other  Studies  Utilizing  the  NAS 

The  primary  study,  which  produced  the  data  for  this 
thesis,  is  a  descriptive,  correlational,  longitudinal  study 
undertaken  to  build  a  data  base  in  relation  to  nurses' 
perceptions  of  several  organizational  dimensions  and  to 
allow  evaluation  of  organizational  changes  in  relation  to 
those  dimensions.  Six  dimensions  were  examined,  including 
organizational  climate,  professional  practice  climate,  work 
satisfaction,  power  orientation,  centralization  power,  and 
professional  nursing  autonomy  (using  the  NAS) .  Results  from 
the  December,  1990  and  May  1991  data  collection  sessions 
were  reported  by  Martin  et  al.  (1991) .  Autonomy  scores  for 
the  entire  sample  indicated  that  participant  nurses  in 
December  1990  (n  =  125) ,  and  May  1991  (n  =  164)  perceived 
either  a  high  level  (69%  and  55%  respectively)  or  a  mid 
level  (32%  and  45%  respectively)  of  professional  autonomy. 
The  mean  autonomy  score  was  190  in  December,  1990  and  186  in 
May,  1991.  There  were  no  significant  differences  in  the 
means  between  the  two  sessions  (F  =  1.14;  df  =  159,  123; 
p  =  .45)  (Martin,  et  al . ,  1991).  With  the  December,  1990 
data,  demographics  were  determined  to  explain  41%  of  the 
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variance  in  perceived  autonomy.  In  both  sessions,  higher 
perceived  autonomy  was  associated  with  higher  final  degree, 
higher  professional  affiliation  scores,  and  fewer  years 
licensed  (Martin,  et  al . ,  1991). 

Schutzenhofer '  s  (in  press)  most  recent  worlc  with  her 
NAS  focused  on  nurse  characteristics  and  professional 
autonomy.  From  a  random  sample  of  2000  RNs  in  four  states, 
Idaho,  Missouri,  Florida,  and  Maryland,  542  (27.1%) 
responded  to  a  mailed  paclcage  including  a  demographic 
questionnaire  and  two  research  instruments.  One  instrument 
was  the  Personal  Attributes  Questionnaire  (PAQ)  developed  by 
Spence,  Helmreich,  and  Stapp  (1974) ,  which  measures 
masculine -feminine  traits,  and  the  other  was  the  NAS.  The 
typical  respondent  was  female  (95.4%),  married  (74.4%), 
currently  employed  in  nursing  (88.9%),  and  based  at  a 
community/teaching  hospital  (95%) .  Only  5%  of  the 
respondents  reported  their  worlc  setting  as  in  public  health. 
The  respondents'  mean  age  was  42.3  years  (range  =  23-80 
years) .  They  had  worked  an  average  of  14.9  years  (range  =  0- 
59  years)  in  nursing  since  graduation,  an  average  of  17.3 
years  (range  =  1-59  years)  ago.  By  basic  education,  the 
sample  was  40%  diploma,  35%  AD,  and  25%  BSN.  Two 
respondents  were  graduates  of  generic  MSN  programs.  In 
addition  to  basic  nursing  education,  highest  degree  attained 
was  also  measured;  29.3%  reported  the  diploma  as  the 
highest  degree,  24.2%  the  AD,  28.9%  the  BSN,  5%  the  MSN,  and 
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2.2%  the  doctorate  in  nursing.  The  remaining  10.4%  reported 
various  non-nursing  degrees. 

Schutzenhofer  (in  press)  noted  significant 
relationships  between  professional  autonomy  and  six 
variables.  Mean  NAS  scores  of  respondents  with  an  MSN  (NAS 
=  207.44)  were  significantly  higher  (p  =  .05)  than  those 
with  a  diploma  (NAS  =  192.72),  AD  (NAS  =  191.32),  or  BSN 
(NAS  =  192.52).  Pubic  health  nurses  had  a  significantly 
higher  mean  NAS  score  than  the  hospital -based  nurses  (t  = 
2.79,  p  =  0.01).  Among  the  hospital -based  nurses, 
psychiatric  nurses  scored  highest,  even  higher  than  critical 
care  nurses.  Across  all  groups,  the  clinical  specialty  was 
a  significant  factor  to  consider  when  evaluating  a 
respondent's  NAS  score  (F  =  2.32,  p  =  0.04),  There  were  no 
significant  differences  in  the  NAS  score  between  primary, 
team  or  functional  nursing  care  models.  When  compared  to 
staff  nurses,  nurse  managers  had  significantly  higher  NAS 
scores  (t  =  5.09,  p  =  0.00);  however,  respondents  who 
reported  their  primary  position  as  a  clinical  nurse 
specialist  or  nurse  practitioner  had  a  significantly  higher 
mean  NAS  score  than  either  nurse  managers  or  staff  nurses 
(F  =  33.48,  p  =  0.00),  While  only  41.5%  of  the  respondents 
reported  membership  in  any  professional  nursing 
organization,  those  who  did  report  professional  affiliation 
had  significantly  higher  NAS  scores  (t  =  5.62,  p  =  0.00)  . 
Pearson  product  correlations  of  the  PAQ  and  the  NAS 
indicated  masculine  traits  explained  13%  (r  =  .36) ,  feminine 
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traits  explained  6%  (r  =  .24),  and  masculine- feminine  traits 
explained  2i  (r  =  .15)  of  the  variance  in  the  NAS  scores. 
There  were  no  relationships  noted  between  either  age  or 
years  of  experience  and  professional  autonomy.  Details  of 
the  statistics,  such  as  degrees  of  freedom,  were  not 
provided  in  the  Schutzenhofer  (in  press)  study. 

Schutzenhof er ' s  (in  press)  results  support  the  positive 
relationship  found  by  Martin  et  al .  (1991)  between  highest 

final  degree,  professional  affiliation,  and  professional 
autonomy.  The  positive  association  between  fewer  years 
licensed  and  higher  autonomy  scores  found  by  Martin  et  al . 
(1991)  are  not  supported.  Results  also  indicate  that 
stereotyped  feminine  characteristics  are  related  to  lower 
perceived  autonomy  while  stereotyped  masculine 
characteristics  are  related  to  higher  perceived  autonomy. 

Conceptual  Frameworlc 

The  conceptual  framework  of  this  thesis  is  that 
perceptions  of  professional  autonomy  in  nursing  are  based  on 
personal  characteristics,  socialization  as  a  female,  and 
nursing  education.  Work  environment,  nursing  practice 
model,  and  shared  governance  further  influence  nurses' 
perceptions  of  professional  autonomy.  Perceptions  of 
autonomy  ultimately  influence  job  satisfaction,  professional 
practice  and  patient/client  outcomes.  A  schematic  model  of 
the  framework  can  be  found  in  Figure  1.  In  this  thesis, 
autonomy  was  examined  within  the  context  of  work  environment 
(practice  area)  and  the  development  of  shared  governance. 


Summary 

Boughn's  (1988)  work  indicated  that  baccalaureate 
nursing  students  are  less  autonomous  than  similar  Ft^dents 
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enrolled  in  baccalaureate  programs  in  non-traditional 
occupations,  and  Schutzenhofer  (in  press)  found  stereotyped 
feminine  characteristics  associated  with  lower  perceived 
autonomy,  findings  which  reinforce  the  theoretical 
literature  regarding  characteristics  of  women  in 
predominantly  female  professions.  Cassidy  and  Oddi's  (1988, 
1991)  finding  that  attitudes  on  autonomy  are  positively 
associated  with  younger  age  and  formal  ethics  education 
provides  some  strength  for  Alexander  et  al . ' s  (1982)  finding 
of  high  perceived  autonomy  in  association  with  nurses  in 
their  first  position  on  special  care  units,  and  is  also 
reinforced  by  Martin  et  al.'s  (1991)  result  associating 
higher  autonomy  with  fewer  years  licensed.  By  contrast, 
Ludemann  and  Brown  (1989)  found  no  relationships  between 
demographic  characteristics  and  perceptions  of  personal 
power  and  autonomy  before  and  after  the  institution  of 
shared  governance.  Primary  nursing  has  also  been  found  to 
be  positively  associated  with  perceptions  of  autonomy 
(Alexander  et  al . ,  1982).  Autonomy  may  be  influenced  by 
education,  experience  in  the  workplace,  nursing  practice 
models  and  shared  governance.  When  considered  together, 
these  findings  may  have  implications  for  nursing  educators 
as  well  as  health  care  institutions  considering  implementing 
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different  models  of  practice  or  management  structures  which 
demand  increased  autonomous  behavior  from  nurses. 

The  conceptual  framework  developed  for  this  thesis 
contends  that  professional  autonomy  is  a  product  of 
personal  characteristics,  female  socialization,  and  nursing 
education,  which  is  further  influenced  by  the  work 
environment,  nursing  practice  models,  and  shared  governance. 
Autonomy  ultimately  affects  job  satisfaction,  professional 
practice,  and  patient/client  outcomes. 
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Figure  1.  Conceptual  framework  of  autonomy 


III.  METHODOLOGY 


The  purpose  of  this  thesis  is  to  study  the  professional 
autonomy  perceived  by  maternal -newborn  and  surgical  nurses 
during  the  development  of  shared  governance  in  a  large 
hospital  organization.  In  this  chapter,  the  methods  of  the 
research  will  be  discussed.  A  description  of  the  research 
design  and  the  instrument  to  be  used  will  be  followed  by  a 
discussion  of  the  sampling  plan  and  human  rights  protection 
techniques.  The  data  analysis  plan  for  testing  the  research 
hypotheses  will  also  be  presented. 

Research  Design 

A  comparative-descriptive  research  design  was  used  to 
examine  the  differences  between  maternal -newborn  and 
surgical  nurses'  perceptions  of  professional  autonomy  and 
changes  in  those  groups'  perceptions  during  the  development 
of  shared  governance.  A  secondary  analysis  of  data 
collected  as  part  of  Martin  et  al's  (1991)  larger  ongoing 
study  of  Organizational  Dimensions  of  Hospital  Nursing 
Practice  was  performed.  All  data  were  collected  from  one 
site.  Data  were  not  matched  for  the  participants.  For  this 
study,  the  measures  of  maternal -newborn  and  surgical  nurses' 
perceptions  of  professional  autonomy  from  three  different 
points  in  time  a  were  examined  and  compared. 
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Setting 

The  setting  for  the  study  was  a  large  midwestern 
teaching  hospital .  Accredited  by  the  Joint  Commission  of 
Accreditation  of  Health  Care  Organizations,  the  hospital  was 
an  urban,  not-for-profit  institution  with  an  average  daily 
census  of  approximately  500  patients  and  is  designated  as  a 
Level  III  Perinatal  Center  and  a  Level  I  Trauma  Center.  The 
hospital  employed  approximately  1200  RNs .  Through  a 
collaborative  agreement  between  the  division  of  nursing  and 
the  local  university  school  of  nursing,  the  hospital  had 
been  a  primary  site  for  several  nursing  studies.  For  the 
purposes  of  the  original  study,  hospital  clinical  practice 
areas  were  classified  as  medical - surgical ,  maternal -newborn, 
critical  care,  behavioral  sciences,  surgical  services,  and 
ambulatory  services. 

Shared  governance  was  instituted  at  the  study  hospital 
in  1988.  The  shared  governance  structure  consists  of  a  26- 
member  hospital -based  Nursing  Council.  Members  of  the 
Nursing  Council  include  staff  nurses,  clinical  nurse 
specialists,  nurse  educators,  administrative  nurses,  and  a 
liaison  from  the  affiliated  university.  Thirteen  (50%)  of 
the  Nursing  Council  members  must  be  staff  nurses  to  give 
them  proportional  representation.  Individual  unit 
representation  was  not  an  issue  as  the  nurses  agreed  from 
the  beginning  on  the  basic  belief  that  all  nurses  face  the 
same  problems.  There  are  no  subcouncils.  Council 
membership  is  voluntary.  Members  are  chosen  by  lottery  each 
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year  in  autumn  and  one -quarter  of  the  members  are  rotated 
every  six  months.  Some  of  the  units  have  unit  councils  to 
address  individual  unit  issues  and  decisions  and  the 
chairpersons  from  the  unit  councils  come  to  Nursing  Council 
meetings.  Forms  are  available  on  each  nursing  unit  for 
nurses  to  use  to  provide  input  on  issues .  According  to  one 
of  the  clinical  nurse  specialists  who  has  been  involved  in 
the  shared  governance  model  since  its  inception,  the  first 
issues  brought  before  the  council  tended  to  be  unit -based 
problems  and  complaints  about  other  departments.  To  develop 
a  comfort  level  in  the  nurses  in  collaborating  with  other 
departments,  the  Nursing  Council  initially  handled  these 
types  of  problems.  As  time  has  passed,  staff  nurses  now 
resolve  interdepartmental  issues  independently.  The  issues 
coming  before  the  Nursing  Council  now  involve  issues  which 
affect  all  nurses.  For  example,  when  a  computer-assisted 
medication  dispensing  system  was  instituted,  the  Council 
focused  on  what  impact  the  system  would  have  on  nursing 
practice  and  the  educational  needs  of  the  nursing  staff. 
Another  benefit  from  shared  governance  has  been  improved 
communication  and  relationships  between  administrative  and 
clinical  nurses. 

It  was  the  observation  of  the  chief  nurse  executive  of 
the  facility  and  one  of  the  clinical  nurse  specialists  that 
participation  by  the  surgical  services  nurses  in  shared 
governance  initially  was  less  than  other  nurses  in  the 
hospital,  primarily  due  to  the  fact  the  nursing  management 
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of  that  department  was  less  supportive  of  the  shared 
governance  concept .  One  reason  for  this  is  that  surgical 
services  does  not  fall  under-  the  nursing  department  in  the 
hierarchy  of  the  hospital  and  tend  to  feel  separated  from 
the  department  of  nursing.  Another  reason  may  be  that  the 
surgical  areas  are  geographically  separate  from  the  rest  of 
the  units,  which  may  cause  nurses  who  work  in  these  areas  to 
feel  isolated. 

Population 

The  population  for  this  study  included  all  registered 
nurses  employed  by  the  hospital  who  were  working  in  either 
the  maternal -newborn  or  surgical  services  clinical  practice 
areas.  Units  included  under  the  maternal -newborn  area  were 
labor  and  delivery,  postpartum,  normal  newborn  nursery,  the 
neonatal  intensive  care  unit,  and  birth/family  education. 
Units  included  under  surgical  services  included  operating 
room,  post-anesthesia  care  unit,  pre-operative  care, 
outpatient  operating  room,  pre-admission  testing,  and 
endoscopy.  The  total  number  of  nurses  employed  in  the 
maternal -newborn  areas  was  368  and  the  total  number  of 
nurses  employed  surgical  services  was  192. 

Sample 

The  study  sample  was  a  convenience  sample  consisting  of 
nurses  from  the  maternal -newborn  and  surgical  areas  who 
participated  in  the  primary  study  on  organizational 
dimensions  in  hospital  nursing  practice.  All  RNs  were 
invited  to  each  data  collection  session  except  for  the  first 
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session,  in  which  a  stratified  random  sample  of  127  were 
invited.  In  the  primary  study,  125  (total)  nurses 
participated  in  the  first  data  collection  session,  194  in 
the  second,  and  148  in  the  third.  Information  regarding  the 
extent  of  participation  in  shared  governance  was  not  sought 
from  the  respondents  in  the  original  study. 

Human  Subject/Ethical  Considerations 

Human  subject  protection  was  addressed  during  data 
collection  for  the  primary  study.  Respondents  participated 
voluntarily  and  there  was  no  penalty  for  not  participating. 
Food  was  provided  as  an  incentive  as  nurses  participated  in 
the  study  during  a  break,  meal  time,  or  adjacent  to  a  shift 
worked.  Participants'  identities  were  not  coded  to 
responses  to  assure  anonymity  of  responses;  however, 
detailed  demographics  could  be  used  to  identify 
participants.  For  this  reason,  the  data  was  coded  by  a 
graduate  assistant  at  the  university  and  no  individual  data 
were  reported.  Starting  with  the  September,  1992  data 
collection  session,  participants  were  asked  to  voluntarily 
place  their  social  security  number  in  a  place  provided  on 
the  demographics  collection  tool  (Appendix  A)  for  the 
purpose  of  determining  whether  the  same  individuals  were 
participating  in  the  primary  study  each  time  data  were 
collected  and  to  improve  data  analyses  by  matching  responses 
over  time.  This  activity  was  optional  and  subjects  were 
briefed  as  such;  122  of  the  164  participants  responded. 

Subjects  were  informed  of  the  purpose  of  the  study  and 
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the  fact  that  data  gathered  may  be  used  in  other  research 
studies  in  a  cover  letter  at  the  beginning  of  the 
questionnaire  (Appendix  B) .  Once  collected,  data  were 
placed  in  locked  storage  in  the  office  of  the  primary 
investigator  conducting  the  primary  study.  Permission  to 
conduct  this  study  was  obtained  from  the  university 
Institutional  Review  Board  (IRB)  (Appendix  C)  as  well  as  the 
Nursing  Research  Committee,  IRB,  and  Senior  Vice  President 
for  Hospital  Operations  at  the  institution  involved 
(Appendix  D) .  Results  of  this  thesis  will  be  shared  with 
the  primary  research  team  and  will  be  offered  to  both  the 
study  site  and  Dr.  Schutzenhofer . 

Methods/Procedures 

In  the  primary  study,  nurses  were  chosen  via  stratified 
random  selection  with  replacement  for  the  first  data 
collection  in  December  1990.  Unfortunately,  a  poor  response 
rate  from  the  critical  care  nurses  and  subsequent 
replacement  resulted  in  all  of  the  nurses  from  the  critical 
care  specialty  being  invited  and  only  a  portion  of  the 
nurses  in  the  other  specialties  being  invited  (Martin  et 
al . ,  1991).  For  the  second  (November,  1991)  and  third 
(September,  1992)  data  collection  sessions,  all  nurses  were 
invited  by  individual  letters  (Appendix  B)  delivered  to  them 
through  hospital  mail.  Participants  were  able  to  choose  to 
attend  any  one  of  four  data  collection  sessions  held  over 
the  course  of  one  day. 
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In  the  primary  study,  data  on  nurses'  perceptions  of 
professional  nursing  autonomy  were  collected  using  the 
Schutzenhofer  Nursing  Activity  Scale,  formerly  known  as  the 
Professional  Nursing  Autonomy  Scale,  (Appendix  A)  which  was 
part  of  a  larger  questionnaire  containing  five  other  tools. 
For  this  thesis,  the  existing  data  was  used  to  examine  and 
compare  the  perceptions  of  professional  nursing  autonomy 
held  by  maternal -newborn  and  surgical  nurses. 

Measurements/ Instruments 

The  Schutzenhofer  Nursing  Activity  Scale  (NAS)  is  a 
self-report  instrument  consisting  of  35  items.  Only  30 
items  are  scored;  the  other  five  items  are  included  as 
experimental  items  to  be  compared  with  scale  items  as  an 
additional  measure  of  reliability  (Schutzenhofer,  1988a) . 

A  4 -point  Likert  scale  is  used  to  rate  each  item,  with  1 
representing  very  unlikely  for  the  respondent  to  act  in  this 
manner  and  4  representing  very  likely  for  the  respondent  to 
act  in  this  manner.  Some  of  the  items  are  reversed  and 
items  are  also  then  weighted  with  a  value  of  1,  2,  or  3  for 
scoring  purposes,  depending  on  whether  they  represent  a  high 
or  low  level  of  autonomy.  After  modifying  the  original  tool 
to  address  scaling  difficulties  encountered  in  pilot  testing 
of  the  NAS  autonomy,  Schutzenhofer  (1988a)  reported 
Cronbach's  alpha  at  .92  for  internal  consistency  on  the 
modified  tool,  which  divided  possible  autonomy  scores  into 
five  categories,  ranging  from  very  low  to  very  high  levels 
of  autonomy.  Data  analysis  and  comments  from  RN 
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participants  in  the  testing  of  the  modified  tool  revealed 
that  few  items  rated  in  the  first  two  categories;  also  40 
respondents  wrote  comments  after  completing  the  tool 
indicating  that  a  rating  of  three  was  what  any  RN  would  do. 
To  rectify  this  problem,  the  one,  two,  and  three  (very  low, 
low,  and  mid  level)  ratings  were  grouped  together  in  a  new 
rating  of  one  (low)  with  the  original  ratings  of  four  (high) 
and  five  (very  high)  becoming  two  (mid  level)  and  three 
(high) ,  respectively.  The  present  tool,  revised  as 
described  above,  has  a  Cronbach's  alpha  of  .91.  Content 
validity  was  addressed  through  the  use  of  current  nursing 
literature  for  examples  of  autonomous  behavior  and  ideas 
from  nursing  leaders  in  the  development  of  the  tool .  The 
items  developed  from  these  sources  were  then  submitted  to  a 
panel  of  doctorally  prepared  nurses  for  review  and  ranking. 
For  the  primary  study,  the  NAS  alphas  for  the  entire  sample 
were  .88,  .88  and  .89  for  the  first,  second  and  third  data 

collection  sessions,  respectively. 

The  scores  on  the  NAS  were  used  to  determine  perceived 
levels  of  autonomy.  Scores  can  range  from  60  to  240,  with 
scores  of  60-120,  121-180,  and  181-240  representing  lower, 
middle,  and  higher  levels  of  professional  autonomy, 
respectively  (ScL ..(.zenhofer,  1988a)  ;  scoring  is 
accomplished  by  multiplying  the  numerical  value  of  each  item 
response  by  the  weight  assigned  to  each  item.  Items 
representing  a  lower  level  of  autonomy  are  assigned  a  value 
of  1;  items  representing  a  middle  level  of  autonomy  are 
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assigned  a  value  of  2;  and  items  representing  a  higher 
level  of  autonomy  are  assigned  a  value  of  3 .  The  NAS  has 
been  used  in  a  number  of  unpublished  master's  theses  and 
doctoral  dissertations,  but  the  only  published  literature 
using  the  NAS  has  been  conducted  by  Dr.  Schutzenhofer . 
Permission  to  use  the  NAS  has  been  obtained  from  Dr. 
Schutzenhofer  (Appendix  E) .  The  research  team  in  the 
primary  study  has  granted  permission  for  this  researcher  to 
use  the  existing  autonomy  data  for  this  study  (Appendix  F) . 

Data  Analysis 

Data  analyses  were  performed  to  address  the  two 
research  hypotheses: 

1)  The  autonomy  perceived  by  maternal -newborn  nurses 
will  be  greater  than  that  perceived  by  surgical 
nurses . 

2)  Both  the  maternal -newborn  and  surgical  nurses' 
perceptions  of  autonomy  will  improve  significantly 
during  the  development  of  shared  governance . 

Descriptive  statistics  (frequency  and  percentages)  were 
calculated  from  the  existing  data  to  describe  the  sample. 
The  dependent  variable  is  autonomy  and  the  independent 
variables  are  clinical  practice  area  (maternal -newborn  or 
surgical)  and  time  of  data  collection.  A  two-way  analysis 
of  variance  (ANOVA)  was  used  to  examine  the  difference  of 
perceptions  of  professional  autonomy  within  and  between  the 
two  groups  of  nurses  in  relation  to  practice  area  and  time. 
The  level  of  significance  was  set  at  .05. 
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Summary 

A  comparative -descriptive  study  was  designed  to  guide 
the  examination  of  maternal -newborn  and  surgical  nurses' 
perceptions  of  professional  autonomy  during  the  development 
of  shared  governance.  A  secondary  analysis  of  data 
collected  in  a  larger  study  with  the  NAS  was  planned  using  a 
two-way  ANOVA  and  descriptive  statistics. 


IV.  ANALYSIS  OF  DATA 


This  thesis  addressed  the  problem  that  while  there  are 
numerous  articles  noting  the  importance  of  autonomy  to  the 
nursing  profession,  there  is  very  little  published  research 
about  changes  in  nurses'  perception  of  autonomy  as  shared 
governance  develops  within  an  institution.  This  chapter 
contains  a  report  the  findings  of  the  thesis.  In  addition 
to  a  description  of  the  sample,  a  report  of  the  results  of 
the  data  analyses  for  each  research  hypothesis  will  be 
presented. 

Demographic  Profile 

The  sample  was  composed  of  RNs  employed  in  maternal - 
newborn  (MN)  or  surgical  services  (SS)  practice  areas  who 
participated  in  the  December,  1990;  November,  1991;  and 
September,  1992  data  collection  sessions  of  the  ongoing 
primary  study  and  completed  the  Schutzenhofer  Nursing 
Activity  Scale  (NAS) .  One  nurse  from  each  of  the  first  two 
sessions  and  four  nurses  from  the  last  session  were  excluded 
from  the  study  due  to  missing  data  on  the  NAS  resulting  in  a 
total  sample  of  105  nurses.  In  the  first  session,  20  MN 
nurses  and  11  SS  nurses  participated.  In  the  second 
session,  14  MN  nurses  and  22  SS  nurses  participated. 
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Fourteen  MN  nurses  and  24  SS  nurses  participated  the 
third  session. 

The  first  demographic  characteristic  examined  was  age. 
For  the  total  sample,  nurses  between  30  and  39  were  the 
largest  group  (n  =  44,  42%)  and  the  next  largest  group 
(n  =  32,  30.4%)  were  nurses  between  40  and  49.  The  sample's 
age  distribution  by  frequency  as  well  as  percentages  can  be 
found  in  Table  1.  The  MN  and  SS  nurses  differed  by  age. 

The  largest  portion  of  the  MN  nurses  was  age  40-49  in  the 
second  (36%)  and  third  (50%)  sessions,  but  the  in  first 
session,  the  largest  portion  (35%)  was  between  30  and  39 
years  of  age.  The  SS  nurses  were  slightly  younger,  with 
nurses  aged  30-39  comprising  the  largest  portion  in  all 
three  sessions.  With  the  MN  nurses,  the  third  largest  group 
were  those  50  and  over,  while  with  the  SS  nurses,  the  group 
aged  20-29  made  up  the  third  largest  group. 

Educational  demographics,  including  basic  nursing 
education  and  highest  degree  attained,  were  examined  next. 
The  diploma  degree  (n  =  43)  and  the  Bachelor  of  Science  in 
Nursing  (BSN)  (n  =  41)  were  the  most  frequently  reported 
levels  of  basic  nursing  education  comprising  41%  and  39%  of 
the  sample,  respectively.  Twenty  nurses  reported  the 
associate  degree  (AD)  as  their  basic  nursing  education.  The 
MN  and  SS  nurses  differed  in  their  basic  education  in  that 
the  MN  nurses  were  more  likely  to  have  a  BSN.  In  the  first 
and  second  sessions,  60%  and  64%,  respectively,  of  the  MN 
nurses  entered  nursing  with  a  BSN;  in  the  third  session. 
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BSN  and  diploma  nurses  each  comprised  36%  of  the  MN  nurses. 
By  contrast,  the  majority  of  the  SS  nurses  had  a  diploma 
degree  in  all  three  sessions. 

The  highest  degree  attained  for  the  sample  showed  39 
(37%)  nurses  with  a  diploma  degree,  38(36%)  nurses  with  a 
BSN,  18(17%)  nurses  with  an  AD,  and  9(9%)  nurses  with  a 
Master  of  Science  in  Nursing  (MSN) .  Again,  only  one  nurse 
(1%)  reported  "other"  as  the  highest  degree;  specifics  were 
requested  in  the  primary  study,  but  not  included  in  the 
computer-generated  statistical  report.  The  MN  nurses  also 
differed  from  the  SS  nurses  by  highest  degree  attained. 

The  largest  number  of  MN  nurses  reported  a  BSN  as  the 
highest  degree  attained,  except  for  the  third  session,  in 
which  a  diploma  degree  was  reported  as  the  highest  degree 
attained.  As  with  basic  education,  the  largest  percentage 
of  SS  nurses  for  all  three  sessions  reported  a  diploma  as 
the  highest  degree  attained.  These  results  indicate  that 
while  some  of  the  MN  nurses  have  pursued  education  beyond 
their  basic  nursing  education,  most  of  the  SS  nurses  have 
not.  Educational  frequency  and  percentage  distributions  are 
presented  in  Table  2 . 
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Table  1 

Age  Distribution  of  Sample  at  Three  Survey  Times 


AREA 

MATERNAL - NEWBORN 

SURGICAL 

TIME 

1 

2 

3 

1 

2 

3 

n{%) 

n(%) 

n  (%) 

n(%) 

n(%) 

n(%*) 

AGE 

20-29 

3  (15) 

2(14) 

1  (7) 

2(18) 

3  (14) 

2  (8) 

30-39 

7(35) 

4  (29) 

3(21) 

5(46) 

10  (46) 

15  (63) 

40-49 

6  (30) 

5  (36) 

7(50) 

3  (27) 

7(32) 

4  (17) 

50  + 

4  (20) 

3  (21) 

3  (21) 

1  (9) 

2  (9) 

3  (12) 

*  Due  to  rounding,  percentages  may  not  total  to  100% 


Table  2 

Education  Distribution  of  Sample  for  Three  Survey  Times 


AREA 

MATERNAL - NEWBORN 

SURGICAL 

TIME 

1 

2 

3 

1 

2 

3 

n  (%) 

n(%) 

n(%) 

n(%) 

n  (%) 

n  (%*) 

BASIC  EDUCATION 

AD 

4  (20) 

2(14) 

4  (29) 

3  (27) 

3  (14) 

4  (17) 

Diploma 

4  (20) 

3  (21) 

5  (36) 

6  (56) 

14 (64) 

11  (46) 

BSN 

12(60) 

9(64) 

5(36) 

2  (18) 

5  (23) 

8  (33) 

Other 

0  (0) 

0  (0) 

0  (0) 

0  (0) 

0  (0) 

1  (4) 

HIGHEST 

DEGREE  ATTAINED 

AD 

4  (20) 

1  (7) 

4  (29) 

2(18) 

3  (14) 

4  (17) 

Diploma 

4  (20) 

2  (14) 

5(36) 

5  (46) 

13 (59) 

10  (42) 

BSN 

10  (50) 

8  (57) 

3  (21) 

3  (27) 

5  (23) 

9(38) 

MS 

2  (10) 

3  (21) 

2(14) 

1  (9) 

0  (0) 

1  (4) 

Other 

0  (0) 

0  (0) 

0  (0) 

0  (0) 

1  (5) 

0  (0) 

*  Due  to  rounding  percentages  may  not  total  to  100% 


59 


Examination  of  length  of  employment  demographics 
revealed  that  over  50%  of  the  nurses  had  long  tenures  at  the 
current  hospital;  22  MN  nurses  and  36  SS  nurses  had  been 
employed  at  the  current  hospital  for  more  than  ten  years. 

The  next  largest  employment  category  was  five  to  ten  years 
with  9  MN  nurses  and  7  SS  nurses.  While  greater  than  10 
years  was  the  largest  category  for  both  groups  of  nurses  at 
all  three  survey  times,  the  percentage  of  SS  nurses  in  the 
category  was  more  than  60%  each  time  compared  to  40-50%  for 
the  MN  nurses.  See  Table  3  for  length  of  employment 
frequencies  and  percentages. 


Table  3 


Lenath  of  Emolovment 

Distribution 

of 

Samole 

at  Three 

Survev 

Times 

AREA 

MATERNAL - NEWBORN 

SURGICAL 

TIME 

1 

2 

3 

1 

2 

3 

n{%) 

n(%) 

n(%) 

n  (%) 

n(%) 

n(%*) 

LENGTH  OF  EMPLOYMENT 

<6  mos 

1  (5) 

0  (0) 

0  (0) 

0  (0) 

3  (14) 

1  (4) 

6  mos-1  yr 

1  (5) 

1  (7) 

0  (:' 

0  (0) 

1  (5) 

0  (0) 

>1  yr-3  yrs 

5(25) 

2(14) 

3(21) 

2  (18) 

1  (5) 

1  (0) 

>3  yrs -5  yrs 

1  (5) 

1  (7) 

2  (14) 

0  (0) 

1  (5) 

4  (17) 

>5  yrs -10  yrs 

3  (15) 

3  (21) 

3  (21) 

2  (18) 

2  (9) 

3  (13) 

>10  yrs 

9  (45) 

7(50) 

6(43) 

7(67) 

14  (67) 

15 (63) 

*  Due  to  rounding,  perc 

:entages 

may  not 

tot 

:al  to  100% 

Frequency  and  percentages  were  also  calculated  for  job 
status  of  the  sample.  Eighty-two  percent  (n  =  86)  of  the 
nurses  were  a  Primary  Nurse  (PN)  I,  including  35  MN  nurses 


60 


and  51  SS  nurses.  The  next  most  frequent  participants  were 
a  PN  IV/Clinical  Nurse  Specialist  (n  =  10)  of  which  7  were 
MN  nurses  and  3  were  SS  nurses.  While  Primary  Nurse  I  was 
the  largest  category  for  both  groups  of  nurses  at  all  three 
survey  times,  the  percentage  of  SS  nurses  in  this  category 
was  greater  (80-90%)  than  MN  nurses  (70-80%) .  See  Table  4 
for  the  frequency  distributions  for  job  status. 


Table  4 

Job  Status  Distribution 


AREA 

MATERNAL  -  NEWBORN 

SURGICAL 

TIME 

1 

2 

3 

1 

2 

3 

n(%) 

n(%) 

n(V) 

n(%) 

n(%) 

n(%') 

JOB  STATUS 

PN  I 

15(75) 

10(71) 

10(71) 

9(82) 

20(91) 

22  (92) 

PN  II 

0  (0) 

0  (0) 

2(14) 

1 

(9) 

0  (0) 

0  (0) 

PN  III 

2(10) 

1  (7) 

0  (0) 

0 

(0) 

0  (0) 

0  (0) 

PN  IV/Clin  Spec 

2(10) 

3(21) 

2(14) 

0 

(0) 

1  (5) 

2  (8) 

Shift  Resource 

0  (0) 

0  (0) 

0  (0) 

0 

(0) 

1  (5) 

0  (0) 

Nurse  Manager 

0  (0) 

0  (0) 

0  (0) 

1 

(9) 

0  (0) 

0  (0) 

Other 

1  (5) 

0  (0) 

0  (0) 

0 

(0) 

0  (0) 

0  (0) 

*  Due  to  rounding, 

percentages 

may  not 

total  to  1004 

The  last  sample  parameter  examined  was  professional 
affiliation:  membership  in  professional  organizations, 

number  of  offices  held  in  professional  organizations,  and 
professional  presentations  (See  Table  5  for  details  of 
professional  affiliation) .  Of  the  total  sample  for  each 
clinical  area,  50%  (n  =  24)  of  the  MN  nurses  and  61%  (n  = 
35)  of  the  SS  nurses  reported  membership  in  a  professional 
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organization.  For  each  survey  time,  a  greater  percentage  of 
SS  nurses  reported  membership  in  a  professional  organization 
than  did  MN  nurses.  An  examination  of  the  number  of  offices 
held  revealed  that  86%  (n  =  90)  of  the  nurses  in  the  sample 
had  never  held  an  office  in  a  professional  organization  and 
71%  (n  =  75)  had  never  made  a  professional  presentation. 


Table  5 

Professional  Affiliation  of  Sample  for  Three  Survey  Times 


ARBA. 

MATERNAL - NEWBORN 

SURGICAL 

TIMB 

1 

2 

3 

1 

2 

3 

n(%) 

n(%) 

n{%) 

n(%) 

n(%) 

n(%*) 

MEKBBRSHZP  IN 
ORGANIZATION 

PROFESSIONAL 

Yes 

11(55) 

8(57) 

5(36) 

8(73) 

14 (64) 

13 (54) 

No 

9(45) 

6(43) 

9(64) 

3(27) 

8(36) 

11(46) 

NUMBBR  OF  OFFICBS  HBLD 

** 

** 

None 

19(95) 

11 (79) 

14  (100) 

8(73) 

17(77) 

21 (88) 

One  Office 

0  (0) 

2  (14) 

0  (0) 

3  (27) 

2  (9) 

0  (0) 

Two  Offices 

0  (0) 

0  (0) 

0  (0) 

0  (0) 

1  (5) 

2  (8) 

Three*  Offices 

1  (5) 

0  (0) 

0  (0) 

0  (0) 

0  (0) 

0  (0) 

PRBSBNTATIONS 

** 

None 

15  (75) 

9(64) 

9(64) 

8(73) 

13  (59) 

21  (88) 

Some 

5  (25) 

4(29) 

5(36) 

3  (27) 

8(36) 

3  (13) 

Due  to  rounding,  percentages  may  not  total  to  100% 
**  Denotes  locations  of  missing  frequencies 


Descriptive  Statistics  for 
the  Variable  of  Autonomy 

Secondary  analysis  of  the  autonomy  data  originally 
collected  with  Schutzenhofer ' s  (1988)  Nursing  Activity  Scale 
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(NAS)  in  the  primary  study  was  performed  by  the  Statistical 
Consulting  Center  at  Wright  State  University  using  SAS, 
version  6.07.  The  NAS  was  completed  by  20  MN  nurses  and  11 
SS  nurses  in  the  December,  1990  session,  14  MN  nurses  and  22 
SS  nurses  in  the  November,  1991  session,  and  14  MN  nurses 
and  24  SS  nurses  in  the  September,  1992  session.  As 
indicated  in  Chapter  III,  a  score  of  60-120  represents  a  low 
level  of  autonomy,  a  score  of  121-180  represents  a  mid  level 
of  autonomy,  and  a  score  of  181-240  represents  a  high  level 
of  autonomy  (Schutzenhof er ,  1988a) .  In  the  first  session, 
the  mean  autonomy  score  of  the  MN  nurses  was  190.5  (SD  = 
26.24,  range  =  142-235,  median  =  187.5)  and  for  the  SS 
nurses  the  mean  autonomy  score  was  185.09  (SD  =  16.29,  range 
=  164-212,  median  =  184),  a  difference  of  5.41  points.  In 
the  second  session,  the  mean  autonomy  score  of  the  MN  nurses 
was  189.43  (SD  =  25.54,  range  =  153-234,  median  =  188.5)  and 
the  mean  autonomy  score  of  the  SS  nurses  was  179.96  (SD  = 
13.61,  range  =  158-210,  median  =  178),  a  difference  of  9.47 
points.  In  the  third  session,  the  mean  autonomy  score  of 
the  MN  nurses  was  186.21  (SD  =  21.34,  range  =  140-212, 
median  =  190)  and  the  mean  autonomy  score  of  the  SS  nurses 
was  179.08  (SD  =  22.89,  range  =  146-219,  median  =  178.5),  a 
difference  of  7.13  points.  From  the  first  session  to  the 
third  session,  the  MN  nurses'  overall  mean  autonomy  score 
dropped  by  4.286  points  while  the  SS  nurses'  overall  mean 
autonomy  score  dropped  6.007  points.  According  to  the  NAS 
scoring  guidelines,  the  MN  nurses'  mean  score  indicated  a 
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high  level  of  professional  autonomy  for  all  survey  times. 

The  SS  nurses'  mean  score  for  the  first  session  was  in  the 
high  range,  but  for  the  last  two  sessions  their  mean  scores 
were  in  the  high  end  of  the  mid  range  scale.  See  Table  6 
for  descriptive  statistics  on  MN  and  SS  nurses'  perception 
of  autonomy  mean  scores  for  each  survey  time  and  Table  7  for 
perception  of  autonomy  overall  mean  scores. 


Table  6 

Perception  of  Autonomy  Mean  Scores  bv  Survey  Time 


AUTONOMY* 


TIME 

AREA 

n 

MEAN 

SD 

12/90 

Mat ernal /Newborn 

20 

190.500 

26.244 

Surgical 

11 

185.090 

16.288 

11/91 

Maternal /Newborn 

14 

189.428 

25.539 

Surgical 

22 

179.954 

13.605 

12/92 

Maternal /Newborn 

14 

186.214 

21.344 

Surgical 

24 

179.083 

22.893 

*  Low  level  =  60-120;  mid  level  = 

121- 

180;  high  level 

=  181-240 

Table  7 

Perception  of  Autonomy  Overall  Mean  Scores 


AUTONOMY 

AREA 

n 

MEAN 

SD 

Maternal -Newborn 

48 

188 . 938 

24.253 

Surgical 

57 

180.579 

18.361 
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Hypothesis  One 

The  first  research  hypothesis  was  that  the  perception 
of  professional  autononty  held  by  maternal -newborn  nurses 
will  be  greater  than  that  held  by  surgical  services  nurses. 

To  examine  both  the  differences  in  perceptions  of 
professional  autonomy  held  by  MN  nurses  and  SS  nurses  and 
whether  those  perceptions  changed  over  time,  the  analysis 
was  approached  by  a  two-way  Analysis  of  Variance  (ANOVA) 
that  considered  both  research  hypotheses.  The  dependent 
variable  was  the  overall  autonomy  score  and  the  independent 
variables  were  area  (maternal -newborn  or  surgical)  and  time 
(1990,  1991,  1992) .  Although  MN  nurses  consistently  had 
higher  autonomy  scores  than  SS  nurses,  the  difference  was 
not  significant  at  the  0.05  level.  In  view  of  the  small 
sample  sizes,  the  F-ratios  for  the  components  of  the  model 
(See  Table  8)  show  the  main  effect  for  "area  of  clinical 
practice"  (F  =  2.81,  df  =  1,  p  =  0.0970)  to  be  worthy  of 
further  study  with  a  larger  sample. 


Table  8 


Summary  Table  of  2 -Wav  ANOVA  for  Perceptions  of  Autonomy  by 


Survey  Time  and  Area 

SOURCE 

df 

Meaui  Square 

F 

Survey  Time 

2 

209.25 

0.45 

0 . 6392 

Area 

1 

1306.65 

2 . 81 

0 . 0970 

Survey  Time*Area 

2 

32.75 

0 . 07 

0 . 9321 
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Hypothesis  Two 

The  second  research  hypothesis  of  this  thesis  was  that 
both  maternal -newborn  and  surgical  nurses'  perceptions  of 
autonomy  will  improve  during  development  of  shared 
governance.  The  same  data  analysis  was  used  to  examine  the 
changes  in  perception  of  autonomy  over  time;  there  was  no 
significant  difference  for  the  main  effect  of  survey  time 
(F  =  0.45,  df  =  2 ,  p  =  0.6392).  It  should  be  noted  that  the 
autonomy  scores  of  both  groups  were  relatively  high  to  start 
with,  so  there  was  not  much  room  for  improvement.  The 
interaction  effect  of  time  by  area  also  was  not  significant 
with  F  =  0.07,  df  =  2,  and  p  =  0.9321  (See  Table  8) . 

Summary 

In  this  chapter,  a  demographic  description  of  the 
sample  nurses  and  the  results  of  data  analysis  were 
presented.  By  age,  MN  nurses  tended  to  be  slightly  older. 

By  education,  MN  nurses  tended  to  have  baccalaureate  degrees 
while  SS  nurses  tended  to  be  diploma  graduates.  By  job 
status  and  length  of  employment  the  MN  nurses  and  SS  nurses 
were  similar  with  the  largest  number  of  nurses  in  both 
practice  areas  most  likely  to  be  a  Primary  Nurse  I  with  a 
length  of  employment  of  10  years  or  more.  A  two-way  ANOVA 
found  neither  practice  area  (p  =  0.0970)  or  survey  time  (p  = 
0.6392)  to  exert  a  significant  effect  on  the  perceptions  of 
professional  autonomy  held  by  the  nurses.  Practice  area  and 
survey  time  also  had  no  significant  interaction  effect  (p  = 
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.9321) .  Although  the  MN  nurses  consistently  had  higher 
autonomy  scores  than  the  SS  nurses,  the  differences  were  not 
significant  (F  =  2.81,  df  =  1,  p  =  .097C). 


V.  CONCLUSIONS,  DISCUSSION,  IMPLICATIONS  AND 
RECOMMENDATIONS 

This  final  chapter  contains  conclusions  drawn  from  data 
analysis  followed  by  a  discussion  of  those  results  of  data 
analysis  in  relation  to  the  previous  review  of  literature 
and  the  theoretical  framework.  Implications  of  the  thesis 
for  nursing  practice,  nursing  administration,  nursing 
education,  nursing  research,  and  recommendations  for 
further  research  will  then  follow. 

Conclusions 

The  purpose  of  this  thesis  was  to  examine  the 
differences  between  the  autonomy  perceived  by  maternal - 
newborn  nurses  and  that  perceived  by  surgical  services 
nurses  and  changes  in  those  perceptions  during  the 
development  of  shared  governance  at  a  large,  urban, 
university-affiliated  hospital  in  the  Midwest.  Secondary 
analysis  of  data  collected  in  an  ongoing  study  of 
organizational  dimensions  of  hospital  nursing  practice  was 
performed.  Autonomy  data  from  three  data  collection 
sessions  approximately  one  year  apart  were  selected  for 
analysis  by  two-way  ANOVA. 

The  first  hypothesis  was  that  maternal -newborn  nurses' 
perception  of  professional  autonomy  will  be  greater  that 
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perceived  by  surgical  nurses.  The  findings  indicated  that 
although  the  mean  autonomy  score  for  maternal -newborn  nurses 
was  consistently  higher,  there  were  no  significant 
differences  between  maternal -newborn  and  surgical  nurses' 
perceptions  of  professional  autonomy  (F  =  2.81,  df  =  1,  p  = 
0.0970) .  For  the  total  sample,  the  perception  of  autonomy 
mean  score  on  the  NAS  for  maternal -newborn  nurses  was 
188.938  while  for  surgical  nurses  it  was  180.579.  The  score 
for  maternal -newborn  nurses  represents  a  high  level  of 
perceived  autonomy  and  for  surgical  nurses  a  mid  level,  but 
the  surgical  nurses'  mean  score  is  only  .421  points  from  a 
score  of  181,  which  is  classified  as  a  high  level  of 
perceived  autonomy;  therefore,  both  groups  of  nurses  (if 
means  are  rounded  to  the  nearest  whole  number)  can  be  said 
to  have  high  levels  of  perceived  autonomy.  Alexander  et  al . 
(1982)  found  that  parent -child  nurses  with  longer  employment 
times  tended  to  veil  themselves  as  having  more  control  over 
their  work,  a  variable  associated  with  higher  autonomy 
scores  in  that  study.  Alexander  et  al . ' s  (1982)  finding  is 
supported  by  this  thesis.  Although  locus  of  control  was  not 
examined,  in  this  thesis,  many  nurses  displayed  the 
associated  characteristic  of  higher  autonomy  scores. 

Maternal -newborn  nurses  in  this  sample  had  an  average 
length  of  employment  of  over  10  years.  Alexander  et  al . 
(1982)  also  noted  that  institutions  in  which  nurses  have  a 
high  level  of  perceived  autonomy  also  had  lower  turnover 
rates,  which  is  supported  by  the  data  in  this  thesis.  For 
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both  groups,  the  majority  of  the  nurses  had  been  at  the 
current  institution  for  more  than  10  years  and  the  next 
largest  group  was  the  5-10  year  group. 

The  findings  of  non-significant  differences  between 
maternal -newborn  and  surgical  nurses  may  be  related  to  the 
small  sample  size;  of  the  348  nurses  employed  in  maternal - 
newborn  areas,  participation  rates  for  each  session  ranged 
from  3.1%  to  5.7%.  Another  possible  explanation  may  be  that 
only  the  more  autonomous  nurses  participated  in  the  survey. 

The  second  research  hypothesis  was  that  both  maternal - 
newborn  and  surgical  nurses'  perceptions  of  autonomy  will 
improve  during  development  of  shared  governance.  Autonomy 
scores  for  both  groups  declined  over  the  timeframe  of  the 
thesis,  but  the  changes  were  not  significant  at  the  .05 
level  (F  =  0.07,  df  =  2,  p  =  .9321).  With  the  levels  high 
at  the  beginning,  there  was  less  room  for  improvement. 

If  autonomy  has  eluded  nurses,  as  indicated  in  the 
literature,  why  were  the  mean  autonomy  scores  in  this  thesis 
so  high?  Jordan's  (1993)  thesis,  which  also  involved 
secondary  analysis  of  data  from  the  same  primary  study, 
focused  on  perceptions  of  professional  autonomy  among 
critical  care  nurses  and  medical-surgical  nurses.  Jordan's 
(1993)  data  indicated  a  high  level  of  autonomy  among  those 
nurses  as  well.  Other  dimensions  environment  in  which  the 
nurses  at  the  hospital  studied  function  may  provide  some 
justification . 
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The  hospital  has  always  been  known  in  the  community  as 
a  center  of  nursing  excellence.  Nursing  is  not  viewed  by 
upper  management  as  a  dependent  activity,  which  hac  produced 
a  nursing  culture  which  is  different  than  that  in  other  area 
hospitals.  Primary  nursing,  a  nursing  care  model  which  has 
been  associated  with  higher  autonomy,  has  been  in  place 
since  the  1970s.  Nurses  pursuing  higher  education  are 
supported  through  a  combination  of  flexible  scheduling  and 
tuition  assistance  programs.  Currently  plans  are  in 
progress  for  institution  of  clinical  ladder  program  for 
nurses  interested  in  attaining  recognition  for  clinical 
expertise . 

The  organization  has  a  flat  structure.  The  chief  nurse 
executive  (CNE) ,  senior  vice-president  for  hospital 
operations,  has  responsibilities  which  include  all  services 
related  to  patient  care  other  than  physician  care.  The  CNE 
is  a  voting  member  of  the  Executive  Board  and  a  member  of 
the  Medical  Staff  Committee.  She  also  is  a  part  of  Hospital 
Policy  Committee,  composed  of  only  four  members,  which  makes 
all  major  hospital  operational  and  financial  decisions. 
Through  the  CNE,  nurses  have  a  powerful  voice  at  the  top  of 
the  organization.  The  CNE  has  been  crucial  in  establishing 
organizational  support  for  shared  governance  and  empowering 
the  nurses  to  fully  participate  in  decisions  concerning 
nursing  issues  within  the  institution.  The  hospital's 
philosophy  of  nursing  (Miami  Valley  Hospital,  1993) ,  one  of 
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the  first  documents  produced  by  the  Nursing  Council, 
reflects  the  attitudes  among  the  nurses  at  this  institution: 
Nurses  at  Miami  Valley  Hospital  consistently 
strive  for  quality  individualized  care.  Quality 
is  enhanced  by  the  commitment  of  each  professional 
nurse.  Every  nurse  has  the  right  and 
responsibility  to  participate  in  decision-making 
processes  that  influence  nursing  practice. 

Effective  communication  is  the  cornerstone  of 
collaboration,  collegiality ,  and  professionalism; 
it  is  encouraged  and  facilitated,  thereby  creating 
a  dynamic  environment  which  promotes  professional 
growth  (p.  3) . 

The  philosophy  indicates  the  nurses  believe  in  many  of  the 
concepts  associated  with  autonomy  and  it  seems  plausible 
that  nurses  working  in  this  particular  environment  may  very 
well  demonstrate  higher  autonomy  than  might  be  expected. 

Discussion 

Professional  autonomy  is  "the  practice  of  one's 
occupation  in  accordance  with  one's  education,  with  members 
of  that  occupation  governing,  defining,  and  controlling 
their  own  activities  in  the  absence  of  external  controls" 
(Schutzenhofer ,  1987,  p.  278).  Professional  autonomy  has 
been  found  to  be  source  of  job  satisfaction  for  nurses 
(Rowland  &  Rowland,  1992) ;  constraint  of  professional 
autonomy  by  hospital  bureaucracy  is  frequently  cited  the 
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reason  nurses  leave  nursing  (Maas  &  Jacox,  1977;  Wandelt,  et 
al . ,  1981) . 

Autonomy,  the  hallmark  of  a  profession  (Mundinger, 

1980) ,  has  thus  far  eluded  nurses.  A  review  of  the 
theoretical  literature  revealed  the  part  of  the  reason  for 
the  lack  of  autonomy  in  nurses  lies  in  the  fact  that  most 
nurses  are  women  and  female  socialization  norms  do  not 
encourage  women  to  be  autonomous  beings.  Family,  school, 
and  church  forces  combine  to  encourage  feminine  passivity 
and  underachievement  as  desirable  feminine  attributes 
(Weitzman,  1988)  and  limit  opportunities  for  decision-making 
(Gilligan,  1977) .  Nursing  education,  with  its  regimented 
learning  processes  and  control  of  even  some  aspects  of 
students'  personal  lives,  also  limits  the  development  and 
exercise  of  professional  autonomy  to  the  point  that  some 
nurses  never  possess  it.  Nursing  schools  also  have 
historically  promoted  the  concept  of  nursing  as  preparation 
for  marriage  and  motherhood,  thus  stifling  career  commitment 
and  attracting  those  who  do  not  seek  autonomy  (Hughes, 

1988)  . 

Ashley's  (1976)  work  cited  the  persistence  of  male- 
female  stereotyping  from  Victorian  times  as  partially 
responsible  for  the  limitation  of  autonomy  and  the  control 
that  physicians  and  hospital  administrators  to  this  day 
exert  over  nurses.  Within  the  legal  system,  even  though 
many  laws  have  been  changed  to  give  women  equal  rights. 

Pinch  (1981)  noted  that  restrictive  attitudes  still  exist  to 
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some  extent  and  nurses  must  struggle  with  groups  outside  of 
the  nursing  profession  for  legal  control  of  nursing 
education  and  practice. 

The  empirical  literature  supported  the  theoretical 
literature.  In  Boughn's  (1988)  study  of  female  students  in 
baccalaureate  degree  programs,  nursing  students  had  lower 
autonomy  scores  than  other  female  students  in  nontraditional 
programs,  supporting  that  women  attracted  to  the  nursing 
profession  may  be  naturally  less  autonomous.  Alexander  et 
al .  (1988)  found  that  nursing  management  had  an  effect  on 

nurses  perceptions  of  autonomy. 

Theoretical  and  empirical  literature  were  combined  to 
develop  the  conceptual  framewor)c  for  this  thesis,  which 
indicates  that  professional  autonomy  is  dependent  on 
personal  characteristics,  socialization  as  a  female,  and 
nursing  education.  The  work  environment,  nursing  practice 
model,  and  shared  governance  further  influence  nurses' 
perceptions  of  autonomy,  which  influences  job  satisfaction 
professional  practice,  and  patient /client  outcomes. 

Although  a  non-significant  difference,  maternal -newborn 
nurses  tended  to  have  higher  autonomy  scores  than  surgical 
nurses  in  this  thesis.  Maternal -newborn  nurses  included 
nurses  from  the  neonatal  intensive  care  unit  as  well  as  the 
labor  and  delivery  unit,  both  of  which  utilize  high- 
technology  equipment  and  procedures  and  in  that  respect  are 
similar  to  adult  intensive  care  units.  Although  the 
differences  in  this  sample  were  not  significant,  the  higher 
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autonomy  perceived  by  maternal -newborn  nurses  is  similar  to 
Alexander  et  al . ' s  (1982)  and  Jordan's  (1993)  finding  of 
higher  autonomy  scores  in  critical  care  nurses. 

The  maternal -newborn  sample  also  had  a  higher 
percentage  of  BSN  nurses.  Alexander  et  al .  (1982)  found  BSN 

education  negatively  associated  with  autonomy,  a  result 
which  is  not  supported  by  this  thesis.  In  addition, 
autonomy  scores  did  not  change  significantly  over  time 
during  development  of  shared  governance  for  either  group,  a 
finding  which  is  not  consistent  with  Ludemann  and  Brown's 
(1989)  finding  of  increased  personal  power  and  autonomy 
after  the  institution  of  shared  governance.  One  reason  for 
inconsistent  findings  may  be  that  shared  governance  had 
already  been  in  existence  for  two  years  prior  to  any 
measurements  of  autonomy  being  conducted,  whereas  Ludemann 
and  Brown  (1989)  were  measuring  staff  perceptions  of  shared 
governance  before  and  after  it  was  instituted. 

The  lac)c  of  consistency  within  the  literature  on 
autonomy  may  be  due  to  the  different  measures  of  autonomy. 

It  is  very  possible  that  the  various  researchers  measured 
something  different.  Professional  autonomy  is  a  difficult 
concept  to  define  in  concrete,  measurable  terms  and,  as  a 
result,  research  findings  differ. 

Nurses  in  the  primary  study,  in  Jordan's  (1993)  worlc, 
and  in  this  thesis  had  high  scores  on  a  tool  which  measures 
pereceptions  of  nursing  autonomy.  Nurses'  peicpetions  of 
autonomy  may  not  be  on  the  same  scale  as  lawyers'  or 
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physicians'  perceptions  of  autonomy.  If  different  groups  of 
professionals'  perceptions  of  professional  autonomy  were 
measured,  where  would  nurses  rank?  The  finding  of  high 
autonomy  scores  in  this  thesis  and  the  idea  that  nurses  as 
professionals  have  limited  autonomy  are  not  as  incongruous 
as  one  might  think. 

Implications 


Nursing  Practice 

Nursing  practice  can  be  improved  by  elevating  nurses' 
perceptions  of  professional  autonomy.  If  nurses  perceive 
themselves  as  independently  able  to  effect  positive  patient 
outcomes  through  the  professional  practice  of  nursing,  not 
only  will  they  initiate  more  nursing  activities,  but  they 
will  tend  to  collaborate  with  other  nurses  to  solve  nursing 
care  problems.  Professional  autonomy  indicates  recognition 
of  nurses'  uniquely  important  contribution  to  patient  care; 
autonomous  nurses  will  be  more  likely  to  collaborate  with 
other  professionals  as  equals. 

Nursing  Administration 

Nursing  administrators  are  in  a  key  position  to  foster 
nurses'  perceptions  of  autonomy;  a  nurse  manager's 
management  style  has  been  found  to  be  strongly  associated 
with  staff  nurse  autonomy  (Alexander,  et  al . ,  1982). 

Through  the  use  of  participative  management  structures,  such 
as  shared  governance,  all  members  of  the  nursing  staff  have 
an  opportunity  to  be  involved  in  all  decisions  affecting 
nursing  practice  and  nursing  standards  in  their  institution. 
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Nursing  management  representation  on  all  major  hospital 
committees  is  crucial  for  assuring  that  nursing  practice  is 
not  ultimately  controlled  by  persons  outside  the  nursing 
profession . 

Nursing  Education 

The  review  of  literature  done  for  this  study 
indicated  that  the  nursing  profession  attracts  individuals 
whose  perceptions  of  autonomy  are  lower  than  those  attracted 
to  other  professions  (Boughn,  1988).  Knowing  this,  nursing 
educators  must  strive  to  create  educational  situations  which 
support  and  build  professional  autonomy  to  prepare  students 
for  the  roles  RNs  will  have  in  the  future.  Nursing 
educators  can  also  play  an  important  role  by  providing 
students  opportunities  for  professional  collaborations 
amongst  each  other;  such  activities  would  enlighten  the 
students'  awareness  of  the  varied  and  special  expertise 
their  peers  possess.  It  is  the  author's  personal  belief 
that  nurse  ed  'cators  should  work  to  combine  some  nursing 
courses  with  similar  courses  in  other  health  profession 
programs,  particularly  medical  students.  Such  a  move  would 
stimulate  recognition  of  autonomous  nursing  practice,  build 
respect  between  professionals  for  their  unique  talents,  and 
improve  the  possibilities  for  true  interdisciplinary 
collaborations  in  the  future. 

Nursing  Research 

This  thesis  also  has  implications  for  nursing  research. 
Further  investigation  into  the  concept  of  professional 


nursing  autonomy  and  patient  outcomes  associated  with 
autonomy  may  give  further  credence  to  nursing  as  a  true 
profession.  The  kinds  of  organizations  which  foster 
professional  autonomy  is  another  area  for  further  study 
implicated  by  this  thesis.  Even  with  the  high  reliability 
of  the  NAS  in  measuring  autonomy,  the  NAS  may  only  measure 
one  aspect  of  a  broader  concept  encompassing  a  number  of 
other  variables.  Much  more  work  is  needed  to  further 
develop  the  measurement  of  autonomy  and  discover  the  context 
in  which  it  can  be  most  accurately  measured.  Professional 
autonomy  is  important  to  nurse  researchers  themselves.  The 
existence  of  professional  autonomy  is  the  force  behind  their 
work  which  drives  them  to  investigate  problems,  devise 
solutions,  and  collaborate  with  others  to  further  the 
practice  of  nursing. 

Recommendations  for  Research 

1.  This  study  should  be  replicated  with  participation  by  a 
larger  portion  of  the  maternal -newborn  and  surgical 
nurses  employed  at  the  subject  hospital. 

2.  It  would  be  interesting  to  compare  the  autonomy 
perceived  by  hospital  nurses  compared  to  nurses 
employed  in  other  settings,  such  as  nursing  homes,  home 
health  care,  and  public  health,  in  the  same 
geographical  area. 

3.  This  study  should  be  replicated  in  other  institutions 
with  similar  characteristics  to  see  if  similar  results 


are  obtained. 
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4.  More  research  on  the  specific  effects  of  shared 
governance  on  perceptions  of  autonomy  would  be 
valuable . 

5.  Individual  and  organizational  factors  which  influence 
perceptions  of  autonomy  should  be  investigated  further. 
Investigation  of  autonomy  should  be  conducted  in 
conjunction  with  other  organizational  dimensions  in  an 
effort  to  explain  this  site's  differences  from  others 
described  in  the  literature. 

6.  More  definitive  work  on  the  relationship  between  gender 
and  perceptions  of  autonomy  is  needed. 

Summary 

In  this  thesis,  maternal -newborn  and  surgical  nurses' 
perceptions  of  professional  autonomy  were  not  found  to  be 
significantly  different  and  did  not  change  during 
development  of  shared  governance.  Additional  information 
was  gathered  about  the  functioning  of  the  shared  governance 
structure.  Professional  autonomy  is  critical  for  the 
advancement  of  the  nursing  profession.  Nurses'  professional 
autonomy  has  not  been  extensively  researched  and  there  is  a 
need  for  further  research  into  the  relationship  between 
autonomy  and  nursing  education  as  well  factors  in  the 
workplace  associated  with  autonomy. 


APPENDIX  A 


Data  Collection  Instruments 

Directions  and  Formatting  of  Instrument 
in  Actual  Survey  Booklet 


(Wain  ft  StrickM.  IMt) 


Tha  tolBwilnQ  liwm  dMcrfca  Hustiona  In  tiihich  a  mw  must  aks  tew  action  »st  laeuiwa  tha 
awfciaa  al  piofaaalonal  nuwina  luJgwam.  You  aie  aoM  ie  raapond  la  oaeh  ftam  aoaoriini  la  hew 
Mtaty yea wauM ba «a earry out tfto aeiloa m aooli Haul,  floaaa roaoond «a aachbam aaon N you 
baaa  aaaauaaofotf  auah  a  aiMtfon  balBfo.  Uaa  ftw  tolaiwino  aeala  In  loapendint »  tfw  boma. 


Oraia  tfw  lacaar  afiar  aactt  abuotion  that  boat  daaeiMa  new  afti  *<001(1  act  aa  a  nuraa.  Thaioara 
no  itQiit  ot  (Mon0  anawata> 


•ntATION 

miPOWH  1 

I2Z3 

iMhaly 

IMy 

Vbry 

Uboiy 

221.  Oovolop  a  coroar  olon  tor  myaolf  and  foguiorfy  roviaw  It 
tar  aoMavomam. 

a 

b 

■ 

■ 

222.  CanoMar  anary  maa  moaparttfam  nuramg  practiea  with 
the  abpraoriaaa  aOucation  and  axparianoa. 

a 

b 

■ 

■ 

222.  vaiea  appoaltlen  aa  any  medical  ardor  to  diaehargo  a 
patlant  without  an  opportunity  for  nuralns  (eNowMip  If 
my  taachinQ  plan  tor  the  potiant  la  net  cempiaiad. 

a 

b 

c 

d 
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Schutzenhofer  Nursing  Activity  Scale  Items 


1.  Develop  a  career  plan  for  myself  and  regularly  review 
it  for  achievement  of  steps  in  the  plan. 

2.  Consider  entry  into  independent  nursing  practice  with 
the  appropriate  education  and  experience. 

3.  Voice  opposition  to  any  medical  order  to  discharge  a 
patient  without  an  opportunity  for  nursing  follow-up  if 
my  teaching  plan  is  not  completed. 

4.  Initiate  clinical  research  to  investigate  a  recurrent 
nursing  problem. 

5.  Refuse  to  administer  a  contraindicated  drug  despite  the 
physician's  insistence  that  the  drug  be  given. 

6.  Consult  with  the  patient's  physician  if  the  patient  is 
not  responding  to  the  treatment  plan. 

7.  Depend  upon  the  profession  of  nursing  and  not  on 
physicians  for  the  ultimate  determination  of  what  I  do 
as  a  nurse . 

8.  Evaluate  the  hospitalized  patient's  need  for  home 
nursing  care  and  determine  the  need  for  such  a  referral 
with  a  medical  order. 

9.  Accept  a  temporary  assignment  to  a  unit  even  if  I  lack 
the  education  and  experience  to  work  in  that  unit. 

10.  Propose  changes  in  my  job  description  to  my  supervisor 
in  order  to  develop  the  position  further. 

11.  Answer  the  patient's  questions  about  a  new  medication 
or  a  change  in  medication  before  administering  a  drug, 
whether  or  not  this  has  been  done  previously  by  the 
physician. 

12.  Institute  nursing  rounds . 

13.  Withhold  a  medicine  that  is  contraindicated  for  a 
patient  despite  pressure  from  nursing  peers  to  carry 
out  the  medical  order. 

14.  Consult  with  other  nurses  when  a  patient  is  not 
responding  to  the  plan  of  nursing  care. 

15.  Routinely  implement  innovations  in  patient  care 
identified  in  the  current  nursing  literature. 
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16.  Initiate  a  request  for  a  psychiatric  consult  with  the 
patient's  physician  if  my  assessment  of  the  patient 
indicates  such  a  need. 

17.  Promote  innovative  nursing  activities,  like  follow-up 
phone  calls  to  recently  discharged  patients,  to 
evaluate  the  effectiveness  of  patient  teaching. 

18.  Assess  the  patient's  level  of  understanding  concerning 
a  diagnostic  procedure  and  its  risks  before  consulting 
with  patient's  physician  if  a  patient  has  questions 
about  the  risks  of  the  procedure. 

19.  Assume  complete  responsibility  for  my  own  professional 
actions  without  expectation  to  be  protected  by 
physician  or  hospital  in  the  case  of  a  malpractice 
suit . 

20.  Develop  effective  communication  channels  in  my 
employing  institution  for  nurses'  input  regarding  the 
polices  that  affect  patient  care. 

21.  Make  appropriate  in-house  referrals  to  social  service 
and  dietary  only  after  obtaining  a  medical  order. 

22.  Develop  and  refine  assessment  tools  appropriate  to  my 
area  of  clinical  practice. 

23 .  Record  in  the  chart  the  data  from  my  physical 
assessment  of  the  patient  to  use  in  planning  and 
implementing  nursing  care. 

24.  Initiate  discharge  planning  concerning  the  nursing  care 
of  the  patient,  even  in  the  absence  of  medical 
discharge  planning. 

25.  Report  incidents  of  physician  harassment  to  the 
appropriate  manager  or  administrator. 

26.  Offer  input  to  administrators  concerning  the  design  of 
a  new  nursing  unit  or  the  purchase  of  new  equipment  to 
be  used  by  nurses . 

27.  Complete  a  psychosocial  assessment  on  each  patient  and 
use  this  data  in  formulating  nursing  care. 

28.  Adapt  assessment  tools  from  other  disciplines  to  use  in 
my  clinical  area. 

Carry  out  patient  care  procedures  utilizing  my 
professional  judgement  to  meet  the  individual  patient's 
needs  even  when  this  means  deviating  from  the 


29. 


82 

"cookbook"  description  in  the  hospital  procedure 
manual . 

30.  Decline  a  temporary  reassignment  to  a  specialty  unit 
when  I  lack  the  education  and  experience  to  carry  out 
the  demands  of  the  assignment . 

31.  Initiate  referrals  to  social  service  and  dietary  at  the 
patient's  request. 

32.  Assess  needs  of  patient  for  home  nursing  care  only 
under  order  of  physician. 

33.  Write  nursing  orders  to  increase  the  frequency  of  vital 
signs  of  a  patient  whose  condition  is  deteriorating 
even  in  the  absence  of  a  medical  order  to  increase  the 
frequency  of  such  monitoring. 

34.  Administer  a  medication  to  which  a  patient  reports  an 
allergy  if  the  physician  will  assume  responsibility  for 
my  actions. 

35.  Assume  all  blame  for  any  conflicts  or  problems  I  have 
with  physicians. 


This  is  as  it  appeared  in  the  actual  survey  book 


DEMOGWA^C  BATA 

PIMM  drcto  tha  latwr  tfwt  mast  dOMiy  dMcrlbM  you  ancl/or  M  in  #«•  Mm- 


2M.A«a: 

•.  20-29 

b.  20-39 

C.  40^ 
d.  SOandovsr 

2S7.9Mic  ddueation: 

a.  AO 
.b.  Oistama 

c.  HN 

d.  Otfwr  laaadty) 


a.  AO 

b.  OtpiaaM 

d.  Itaaiar’a  OagrM 

a.  OacMrsn  Oagfaa  (DNS,  EdD.  Phdl 
I.  OthartaaacHy _ 

299.Lanttri  of  ampteymam  in  currant  hMpital: 

a.  IsM  than  9  montha 

b.  9  montha  •  1  yaar 

c.  Ovar  1  yMr  -  2  yMra 

d.  Ovar  3  yMra  -  9  yMra 
a.  Ovar  9  yafra  •  10  yMra 

f.  Ovar  10  yMra 

290.  Job  atatua: 

a.  Primary  Nutm  I 

b.  Primary  Nutm  U 

c.  Primary  Nutm  HI 

d.  Primary  Nutm  IV/CliniMi  Nutm  Spacialiat 
a.  CimiMt  NurM 

f.  Shift  Managar 

g.  NurM  Managar 

h.  Diractor/Aaat.  Diractor/Adminiatrator 

i.  Othar 


OCMOGIUPHIC  data  -  Paga  26 
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261 .  Emptaymam  atatus: 

a.  6ua>ttma 

a.  Part'tima 
e.  Support 

262.Stata  aPtat  haurt  you  narwpltv  werti  (a.6-.  Start  Sam  and  artd  9pm)7 

263.  In  aPtat  ypor  amra  you  first  Beanaad  as  an  Mil7  _ 


264.Cfinieal  araa  of  praetiea: 

a.  Madical-Surgicai  (for  axampla  Ranal,  Orthopaadics.  Oneoiogv) 

b.  Matamal  Naa^m  (for  axampio  Sorry  1  or  2.  Birth  A  EamMy  Ed.,  NICU)  - 

c.  Critical  Cara  -  (for  axampio  Sum.  ICU.  CtCU.  Tobn,  Ada.  Cara,  CaraFUpht,  ER,  Nauro) 

d.  Sahaviofai  dor  axampio  Tumirtg  Point.  Momai  HaaHh.  Day  Tharapy,  Pain,  Rshab) 

a.  Sivpieal  Sorvioa  (for  axampio  OR,  PACU,  Pra^,  outpotiam  OR,  SOS.  PAT,  Endoscopy! 
f.  Awbulsaory  (for  axampio  out-potiant  dMea.  porinatal  dMc,  AKU,  IVF) 
p.  Support  Nuraa  Rapistry 

h.  Othor  (UM,  Oiachp  Plannirtp.  Ed.  Coord.,  Adm.  Mpmt,  Shift  Manapar.  IV  Tharapy) 


PROPESSIOWAL  APP1UAT1QN 

265.  To  uPtat  profassiortai  orpanizations  do  you  currantiy  bOortp? 

a.  Nona 

b.  Soma,  as  follows  (*X*  all  that  apply): 

_  ANA 

_  NLN 

Othar  (list) 


266.  Wantifv  tha  number  of  officas  you  hxv  hsid  in  thasa  profassionai  orpanizations. 

a.  Nona 

b.  Ona  offica 

c.  Two  officas 

d.  Thraa  or  mors  officas 

267.ldantify  tha  prasantationc  you  hava  mada  at  profassionai  maatings. 

a.  Nona 

b.  Soma,  as  following  (”X*  all  that  apply): 

_  Postarls) 

_  Papar(s) 

___  Xaynota/invitad  prasantation(s) 
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PEMOGRAPHIC  DATA  •  FaQi  27 

2M.  *Soeitl  Security  nuinbar  _ (optionci). 

268.  Art  the  Practiet  Madal  IPACf  2000]  rhar^  ir«  aNaet  art  your  unit7 
ICirciaerta)  YES  ar  NO  or  Nat  Appiieaaia 

310.  ‘My  twork  urtit  ia _ laptiartal]. 

If  thare  art  any  comnianta  you  tMah  to  make  abaut  any  af  tita  auaatiarts  er  juat  sanaraHv.  plaaaa  do 
ao. 


TMa  compiates  the  quastiortnalra.  Tbartk  you  fbr  your  cooperation. 


•btdudins  your  aoeiel  aacurity  number  artd/or  unb  to  voluntary.  Howravar.  if  you  chooaa  to  includa 
your  SSN#.  twa  twW  not  oonnact  It  to  your  name  or  uaa  It  tor  any  purpoM.  other  than  to  track  the 
number  of  paopto  toho  previously  participatad  in  this  roaaarch  proiact.  The  number  twill  be  used  tor 
stattotieal  purposes  only  by  the  coder  and  statistician. 

Your  unit  twW  ba  used  to  Qiva  unit  rosuiu  onhr  If  20  Mto  and  at  least  60%  of  the  RNs  on  the  twork 
unit  rosportd. 


APPENDIX  B 


Original  Study's  Consent  and  Cover  Letters 


I  win  participate  in  the  study  entitled: 
"Organisational  Dimentiont  in  Hospital  Nursing  Practice" 
on  Wednesday.  June  2. 1993  in  CHE  Room  1813. 

Choose  one: 

_  8  a.m.  ‘  9  a.m. 

_  1 1  a.m.  - 1 2  i.oon 

_  1 2:30  p.m.  •  1 :30  p.m. 

_  2  p.m.  -  3  p.m. 

_  3:45  p.m.  -  4:45  p.m. 


Area  of  practice 


Signature _ _ _ 

Sign  and  return  to:  Jean  Corron  or  Gayle  Jordan 
Nursing  Office  1st  Floor 
By  Fridey.  Mey  21.  1992 
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Ohb:  Nutm  OoIlMguB, 

A  aulti-fhaa*  r— iMTh  studty  is  baing  oonkictad  to  inosaao  untevtanding  of 
orpniutional  factors  that  iapact  on  ttis  provision  of  nursing  ouo  at  Nissi 
tUlsy  Hospital.  As  a  valuabla  mmbme  at  tha  nursing  staff  at  MVH,  you  ara 
invitad  to  participata  in  this  stud|y.  Infonaation  fttsi  tha  study  will  ba  usaful 
to  tha  Division  of  Nursing  in  thair  stzstagic  planning.  Study  data  s^  ba  uaad 
by  latar  invwtigators  for  furOMr  rasaarch  projacts.  Fbr  osa^pla,  data  si^  ba 
usad  wdHT  tha  Nri^  Stats  univsrsity-Hiad.  vailay  Sdiool  of  Nursing 
oollaborstivs  agraaMiit  as  a  basis  for  ttMsis  work,  longitudinal  study  of  tha 
orgvdsatian  (not  individuals)  will  anabla  SBoninstion  at  diffarsnoas  asaociatad 
with  any  organizational  changas. 


You  azs  invitad  to  a  fraa  ona  hour  aaal  on  Nsteadsy  Asia  2,  1993  in  OS  1813 
with  a  choioa  of  tissc;  as  notad  on  RSVP  eazd.  Darirq  tha  aaal,  study 
partic^ants  will  ocsplsba  a  quastionnaizs  «hlch  takas  apprcDcisataly  30  sinutas. 
Your  participation  is  voluntary,  with  no  nsgstiwa  oonsaquHioaB  if  you  do  not  vxOti 
to  participata  or  if  at  any  tins  you  daclda  to  tanainsta  participation. 

Oonf  idantiality  will  ba  saintainad  in  tha  study  by  tha  zsporting  of  only  grotp 
data.  Zf  you  includa  your  aocial  aaourity  nabar,  it  will  ba  \aad  only  for 
statistical  follow-tp  purpoaas.  Oes^lstion  and  rstum  of  tha  quastiomaira  %rill 
isply  yow  oaaant  to  participata. 

A  dascri|»inn  at  study  rasults  say  ba  ototainad  at  tta  ooqplation  of  tha  study 
tna  fat  Nartin,  Diractor  of  Nursing  Naaaarch  at  HSU,  873-3577.  If  you  hava 
bastions  about  tha  study,  contact  any  of  tha  inwastigators  listad  balow. 

YOU  ara  urqad  to  support  this  effort  by  providing  your  input.  Your  participation 
trill  ba  graatly  appraciatsd.  Plaaaa  dianiaa  this  opportunity  trith  your  nuraa 
mmnatjanr  am  oorly  ss  poBsibla  foT  achoduling.  Plaaaa  ooapleta,  sign,  and  ratum 
tha  attachad  RSVP  card  by: 


FRIDAY,  NAY  21,  1993 


Sinoaraly, 

Jaan  Gorron,  Infection  Oontrol  Rsetitioner,  MVH  (223-6192,  ext. 3877) 
ISsny  Oustin,  Nixaa  Manager,  Evenings  (223-6192,  Baaper  356) 

ISrri  Lqpo,  Diractor  of  Nursing,  MVH  (220-2541,  aKt.6i82} 

OSb  Hals,  Diractor  of  Nursing,  MVH  (220-2541,  0Kt.6l83) 

Linda  Odk,  Nuraa  ftanager,  MVH  (223-6192,  ext.  3254) 

Gayle  Jordan,  Priaary  Nurse  III,  MVH  (223-6192,  sxt.  4535} 

Patricia  Martin,  Director  of  Nursing  PssaiuTti  at  HSU,  (873-3577) 

Mary  Jana  Reintart,  Aaaiatant  Profasacr,  NSU  (873-2630  or  2576} 
Fhyllis  Rianer,  Asaistant  I%ofsssor,  HSU  (873-2576) 

Miami  Valley  Hoqpital  addraas:  Nursing  Adninistrstion 

Miami  Vailay  Ho^ital 
Ona  Nycaung  Street 
Dayton,  GH  45409 

Wright  State  University  address:  Hriqht  Stats  Uhiversity- 

Miami  Vailay  School  of  Nursing 
Dayton,  CH  45435 


APPENDIX  C 


University  IRB  Form 

■■AIOI  NVOLVMC  HUMAN  KWCn 

■ct 

OWgMiMHiK  X 


AcnoN  or  iM  wncMT  fr AH  UMVMRY 

MnnimoNAL  nvBH  KMie 


Tte  iMMMtMlI  IhM  awNd  ibo«t  Mi  Mil*  te  Mtovtat  Muon  wMh  I«fwd  » 

■ifiHI—nM)Wf<Mfii|lMlmpn 

X  AppwM 

_  AfpMvMpadBVmlpiariMMmilifMd'* 


TMwiWniiBi.Xim'.iWiWicMdindiiiiiiidby iMCowKlWfOwm  ildatppnvrc. 
ttm  mtom  an  iWcMd  Md  m  a^vd  by  IM  Coiwiiif  Oiuv  aid  by  aum  eoMuluna.  u 
Hiy. 

IMf  wiwapicUii  licsM  maw  ■  miwiaiidtd  ier  Iipidlail  Kc«aw.  FX  tor  on|niiI  dau  (P 
Martm)  a  Fmliy  Advaor  tor  du*  agdy 


Diie  luWMHB 
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APPENDIX  D 


Agency  Permissions 

Wright  State  Univarslty-NlaBl  Valley 
School  of  Wuraing 

A60ICY  PHINISSION  SOS  0QM0DCTZ1I6  STUDY 


Wtt  Miaal  Vllov  Woopit^l .  l  Uvemltm  aeyfc.  Pavton.  OH  45409 
«MBS  TD  Daniao  A.  Moora.  m.  SSM  _ 


anrollad  in  a  progran  of  nursing  leading  to  a  Naatar'a 
at  Wright  state  University*  the  privilege  of  using  its 
tssilitiss  in  srdsr  to  study  the  folloving  prohlea:  S1ULY8X8  OF 

SWD  S0B6XCAL  lfUh8l8'  PIRCIPTX0N8  OP  PhOPX88XOIUL 
OKVlLOIllllfT  OF  8HSRBD  GOVBIKMICl. 


The  eaaditiens  autually  agreed  upon  are  as  follows: 

1.  The  agency  (pay) (say  not)  be  Identified  in  the  final  report. 

2.  The  nases  of  consultative  or  adsinistrative  personnel  in  the 
agency  (say)  (say  not)  be  identified  in  the  final  report. 

3.  The  agency  (wants)  (does  not  want)  a  conference  with  the 
student  when  the  report  is  co^leted. 

4.  The  agency  is  <U^^li^)  (unwilling)  to  allow  the  cospleted 
report  to  be  circulated  through  interlibrary  loan. 

5.  Other: _ 


Date: 


Signature  of  student 


>nnel/Title  ' 


Agency  Persortnel/Title 

A  fAaJL.  RfO.Pkl^ 

Signature  of  Faculty  Meaber 
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OsniM  k.  Moor* 

3417  OuriatalM  Driw 
•MvwrerMk,  OH  41434 


Your  Hright  ttat*  Onivaraity  thaaia  prepoaal  antitlad  "Matarnal 
Navbem  and  lurgleal  Muraas*  Fareaptiena  of  Frofaaaional  Autonony 
During  Oavalepnant  of  Sharad  Govamanea*  vaa  raconnandad  for  approval 
by  tha  Muraing  Raaaareh  Conittaa  at  Ita  August  1113  naating. 

Plaasa  forward  your  propoaal  with  a  oevar  lattar  asking  for  XRB 
sscpaditsd  raviaw  to  Or.  Janas  Punkhousar,  Chairman  of  NVH  IRB.  Sand 
capias  of  MVR  ZRB  and  WSU  XRB  approval  to  no  bafora  data  collaction 
begins.  Plaasa  notify  tha  intaris  ehair  of  tha  Nursing  Rasaareh 
Cannittaa  whan  data  collaction  bagins  and  ands.  A  raport  of  your 
caaplatad  rasaarrti  (copy  of  thasia)  is  to  ba  sant  to  tha  intarin  chair 
of  tha  Nursing  haaaarch  Cosnittaa  within  two  nonths  aftar  data 
callactian  ands. 


bast  wishaa  with  your  study.  Na  look  forward  to  your  raport. 
•incaraly,  / 


7aan  Braaaar,  RN 

Intarin  MRC  Chair 


Kathy  fallows,  RN,  MSN 
Intarin  NRC  Chair 
Ext.  3389 


/Bda  Pitzsinons,  RN,  PhD 
^Sanior  Vico  Prasidant 
Hospital  Oparations 


cc:  Janas  Punkhousar,  XRB  Chair 

David  Uddin,  Diractor  of  Clinical  Rasaareh 
Jaan  Corron,  Ada.  RXG  Cosnittaa 
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MVH  MiamiV^kyHospilaJ 


OetobMT  6,  1993 


0«aiM  Moor*,  KM/  B8M 

Gradttat*  8tttd«nt,  Wright  8t*t«  OniTttrsity 
2457  ChriatalM  Oriva 
■Mvareraak/  OB  45434 

Daar  Ma.  Moerat 

Toot  prejaet  aatitlad*  "Mataxaal-Mawbom  and  Surgical  Horaaa' 
rarM^ticoa  of  Frofaaaiooal  hatooooy  Ooriag  Oavalopaant  of  Shared 
Ocooraaaoa*  Which  doaa  aot  iaveloo  any  traataMnt  or  intaroantion 
with  patiaata*  ia  approved  by  the  as^adited  oathod  of  the 
Xaatitatiooal  Maviaw  Board  (IRB)  of  Niaai  Valley  Boapital. 

fhia  approval  raquiraai 

1.  The  uaa  of  the  Miaai  Valley  Boapital  Conaant  Poro. 

2.  That  any  advaraa  af facta  of  thia  procedure  be  reported 
iauMdiataly  to  thia  Coaaittaa. 

3.  That  thia  approval  ia  for  one  year  and  if  it  axtanda 
beyond  thia  period  a  requeat  for  an  xtenaion  ia 
required. 

4.  That  any  publication,  report,  theaia,  etc.  reaulting  frota 
thia  atudy  anat  be  reviewed  by  the  Coaoiittee  prior  to 
publication  or  releaae. 

5.  That  a  progreae  report  ouat  be  auhaitted  before  an 
extenaion  of  the  approved  one-year  period  can  be  granted. 

6.  That  any  change  in  the  protocol  or  infozaed  conaent  fora 
nnat  be  ai^roved  by  the  IRB;  otherwiae,  approval  ia 
tezadnated. 


Sincerely, 


.Chairaan 

Inatitutional  Review  Board  (IRB) 
(aoore)dd 

ccz  Clinical  Reaearch  Center 
Miaai  Valley  Boapital 
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Permission  to  Use  Instrument 


Sc.  Louis  Children  s  Hcispital 


One  Qiildini  f  Place 
Sc.liMis.  Miaaiin6Siin.|(r' 

3I44M4096  fn  SI.MS4-r.il 


MaylZ  1803 

DtniM  A.  Moort,  BSN.  RN 
2457  ChrMtiM 
BMvtretMk,  OH  45434 


Omt  DtniM, 

Thank  you  tor  your  inttrwt  in  my  autonomy  tctit.  I  am  most  happy  to  Mnd  you 
a  copy  of  tha  ravisad  autonomy  instrumarTt  and  an  information  packat  Tha  acoring 
instrucliona  art  attachad.  Intormation  about  tha  original  study  is  raportad  in  both  tha 
book  chaptar  and  tha  Journal  of  Profasstona/  Nuning  artida.  ^  only  raquast  of 
raaaarehars  who  uM  tha  scaia  is  that  I  raodva  a  summary  of  tha  outcomas  and  that  you 
also  intorm  ma  of  any  pubiicatiorts  or  papars  that  rasutt  from  your  study.  Tl’ia  seals  is 
now  eaWad  tha  NursinQ  Aedvitv  Seals  fNASL  Tha  tiUs  changa,  as  raportod  in  tha  originai 
publicatiena.  is  an  aftort  to  raduoa  raspondant  bias. 

lhavairtcludadalistofmy  publieatiorwonautonomy.  You  will  also  find  a  harKtout 
from  a  prasantation.  a  list  of  thosa  who  hava  raportad  eomplatad  stadias  using  tha  NAS 
and  tha  abstract  and  summary  of  a  study  I  racantly  eomplatad  which  was  fundad  by 
Sigma  Thata  Tau,  Intamationa!.  Tha  rat^  of  this  study  was  racantly  accaptad  for 
publication  by  im^.  An  axoarpt  from  tha  summary  of  tha  study  is  airaady  pubtishad 
in  RolloeUono.  fan  of  1902,  Signia  Thata  Tau’s  nawsiattar. 

I  am  teniliar  with  Pat  Martin's  work,  i  look  forward  to  raading  your  study.  Piaasa 
say  hallo  to  Dr.  Martin  tor  ma.  Doni  hasitata  to  call  if  you  hava  any  furthar  questions 
ones  youVa  lookad  ovar  tha  NAS  arto  tha  attachad  matariais.  Good  luck  with  your  studyl 

Sinoaraly, 


Raran  KaHy  Schutzanhofar,  EdD,  RN,  CNAA 
Oiractor.  Cantar  of  Nursing  Excallanca 
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Reaearc-.  Team  Permission 


WrigM  Stite 
University 


MMriWMMy 

Sciwei  of  Ninino 
Oayton.  ONe  4843$ 
S13«7Ml3t 


July  27.  1993 


Dmm  a.  Moor.  KN.  BSN 
24S7  Ckritte  Drive 
iMiHWlr  OH  45434-7040 


Dmt  Me.  Moor. 

IMe  is  •  foDov-ep  to  our  Milicr  eomspoodence  to  do  secoodaiy  aaslysis 
from  the  oatoim  mdy  <v— PimemioBi  of  Hoaaial  NumM. 

TIaiik  you  for  yov  asstaoee  with  data  coltectioo  in  June  1993.  Nov  that 
your  icaeareh  queadooi  sr  fotinaliisd  and  tone  frame  Meotified,  dus  is  to 
fonnalia  tbe  vertial  petmiaaion  given  by  fean  C«ron  for  you  to  ur  the  OB 
and  Surgical  Serviem  nunes’  reewnacs  on  demograpbics  and  auoooaqr  Ibr 
December.  1990;  November.  1991;  and  Sgeember.  1992.  You  now  need 
MVH  Nuiaiag  Reaeaich  ConunitiBf  approval  and  WSU IRB  approval.  WSU 
Conanlting  Center  will  prend^  tbe  analysis;  bowever,  they  will  not 
provide  you  wiib  foe  mw  data. 

We  look  forward  to  your  final  fomis  rqwn. 


SinceRly, 

Patricia  A.  Martin,  RN.  PhD 
Principle  Investigator  for 
OrganiMtiftflal  Dimenrions 

Of  Horoiiil  Nuniag 


cc;  J.  CoTTOn 

G.  Jordan 

M.  Reinhart 

L.  Cox 

T.  Lupo 

P.  Risner 

T.  Gustin 

D.  Mals 

M.  L.  Chen 
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